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‘‘Liihmung des linken Recurrens ist fast immer das 


friiheste und bleibt oft lange Zeit das einzige Anzeichen.”’ 

So expresses himself Prof. M. Schmidt, (1) in regard 
to aneurism of the aorta—one of the best specialists for dis- 
eases of the larynx, likewise an excellent general physi- 
cian. The identical opinion is also expressed by other 
celebrated authors, among others by Prof. Sir Felix 
Semon (2). 

It may a priori be proper to direct our attention to the 
anatomical relations existing between the left recurrent 
nerve on one hand and the aortic arch on the other. It is 
sufficient to remember from the anatomy that the left recur- 
rent nerve is situated under the aortic arch (from the 
front backward and above, running through between the 
aorta and the left bronchus,) in order to understand that 
aneurisms which spring from the aortic arch, which takes 
place in almost 86 per cent., especially exert pressure upon 
this nerve. 

But not only theoretical considerations make the above 
opinion a very probable one, the clinical experiences con- 
firm this fact. 
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So, for instance, Dr. Havilland Hall, author of a very 
valuable paper on the relation of the diseases of the upper 
air passages to the general disturbances of the organism, 
(3) observed out of sixteen cases of aneurisms of the aorta 
partial or total paralysis of the left recurrent nerve not 
less than fourteen times. It is, therefore, not surprising 
that on the basis of above figures this author affirms that 
the ‘‘positio cadaverica’’ of the left vocal cord, espec- 
ially in men between 30 and 60 years, should above all 
arouse the suspicion of aneurism. In general I succeeded 
till now in collecting more than seventy cases from liter- 
ature of aneurisms of the aorta, in which this symptom, 
i. €., partial or complete paralysis of the recurrent nerve 
was noted.* 

These are the cases of Havilland Hall (14 cases), Sim- 
anowski 4 (6 cases) Schech 5, (5 cases, of which three 
very probable,) Lori 6, (also 5), Newman 7, (4 cases), 
Beau 8, (3 cases), Felici 9, (also 3), Thue 10, Pleskoff 11, 
Schaeffer 12, and Friedreich 13, (2 cases each) ; finally, 
Chiari 14, Brondgenest 15, Carter 16, Hertel 17, Steven 18, 
True 19, Beschorrer 20, Mulhall 21, Findlayson 22, Hahn 
23, Perry and Newman 24, Oster 25, Schroetter 26, 
Renzi 27, Kee 28, Mader 29, Anderson 30, Porter 31, El- 
liot 32, Aronsohn 33, finally Williams 34, and Krieg 35. 

To these cases I can add my own six (of which two are 
probable) which I, of the general number 8, had occa- 
sion to observe lately. 

In these cases there could be remarked above all the 
fact, which has roused the attention of Havilland Hall, 
and which he considers almost as pathognomonic for an- 
eurisms of the aorta, 7. e., of recurrent paralysis, that al- 
ways the patients were men, although I have observed this 
disorder twice in women, 

Further, the age of these patients was really from 30 to 
60 years, as the same author remarked. Only in one of 
the cases, and likewise in one of Newman’s, the patient 
was a littler older—68 years. 

The statement of the above author, however, regarding 
the exclusive affection of the left recurrent. is not quite 





*In these cases I do not include those in which no laryngoseopic 
examination ‘‘intra vitam’’ took place. These are cases of Fortunet 
(36), Bernheim and Semon (22). Matthieu (38), finally Smith (39) 





ROENTGEN RAYS IN AORTIC ANEURISMS. 227 


right. Without doubt, paralysis of the latter in conse- 
quence of the pressure of aneurism of the aorta, happens 
more frequently. That is quite evident after what I have 
already stated above on the anatomicai relations of this 
region. 

In 54 out of 77 cases, ¢. e., in more than two-thirds, par- 
alysis of the left recurrent nerve was noted. There are, 
however, the right-sided affections of the recurrent (10 
eases.) These are cases of Thuc, Newmann, Finlayson, 
Mader, Lori and myself. 

As regards myself, I have even relatively very often 
(in half of my cases, ¢.e., 3 times), observed affection of 
the right recurrent, Lori and Hall appears 3 cases out of 5. 

At any rate, this is quite accidental, as well as the fact 
that in all fourtee:: cases of Havilland Hall, the left vocal 
cord was paralyzed. How is this, doubtless, rare affec- 
tion of the right recurrent to be explained? In a simple 
manner again, by the anatomical relation: the right re- 
current is situated farther from the aortic arch than the 
left. 

The pressure upon this nerve is generally caused by 
aneurism of the subclavian artery, which, however, occurs 
very seldom alone. 

Mostly, the paralysis of the inferior laryngeal nerve is 
not complete, 7. e., we have to do with affections of the 
abductors (mm. crico-arytenoidei postici) with the so- 
called ‘‘Posticus Liihmung’’; more rarely with complete af- 
fection of this nerve. The first shows itself on laryngoscopic 
examination in the shape of the phonatory, or median posi- 
tion of the affected vocal cord. In case of unilateral par- 
alysis of posticus, there are no symptoms at all (hoarse- 
ness, etc.), on the contrary, in cases of bilateral ‘‘Posticus 
Lihmung,”’ stenotic symptoms generally appear, (case of 
Carter, etc.) 

Complete fparalysis of the recurrent, which generally 
is the later stage of the ‘‘Posticus Liihmung,’’* dis- 
tinguishes itself} by the cadaveric and position of the 
vocal cords, 7.e., midway between respiratory and pho- 


*On the basis of the well known Semon law. according to which 
every organic progressive disease of the nervous system—central, as 
well as peripherie origin, first and usually the abductors are sub- 
ected to the paralysis. 
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natory, then in cases of unilateral as well as bilateral par- 
alysis of the recurrent—there is the only one constant 
symptom, 7.e., paresis. 

Besides the above unilateral, there exist, although rare, 
observations, of bilateral, partial or complete paralysis of 
the vocal cords, (8 cases.) These are the cases of Mul- 
hall, Havilland Hall, Carter, Beschorner, Perry and 
Newman, Felici, and two cases of Lori. Generally, there 
is, then, bilateral paralysis of posticus, more seldom, as it 
takes place in the case of Perry and Newmann there is 
*‘Rosticus Liihmung”’’ on the one side, and complete recur- 
rent paralysis on the other. 

These cases we can explain in a different manner, by the 
considerable dimensions of the aneurism itself, (in one of 
Felici’s cases) or simultaneous existence of two aneu- 
risms, 7. e. of aorta and of subclavian artery, as for in- 
stance, took place in the cases of Chiari 40, and Kroenlein 
41. Finally, some authors, Havilland Hall, Carter, Be- 
schorner, and Perry and Newman, believe in the possi- 
bility of bilateral affections of the vocal cords in case of 
pressure only on theone nerve (vagus). In these cases we 
would suppose the existence of centrifugal fibres in the 
vagus nerve, by means of which the peripheral irritation 
is transmitted to the medullary center, (N. accessorius 
Willisii) producing bilateral motor disturbances in the 
Jarynx. It is then simply a reflex paralysis, which 
makes the essence of the hypothesis of G. Johnston, 
which, however, till now, is not absolutely confirmed. 

There is no doubt whatever that the paralysis of vocal 
cords in shape of their phonatory, or cadaveric position, 
4. e., the partial or complete paralysis of the superior 
laryngeal nerve, (recurrent) happens in cases of aneu- 
risms of the aorta very often, especially on the left side. 

This symptom, having only a secondary diagnostic 
value in cases of the so-called classical aneurisms of aorta, 
where there exist the so-called triad, pulsatio, strepitus 
-on the sternum, mattitas,, will have a most important sig- 
nificance in cases of latent aneurisms of the aorta where 
fhe above symptoms are absent. 

In Newman’s cases the only symptom which speaks in 
favor of possible aneurism of aorta is the irregularity 
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of the pulse. In the several cases of Havilland Hall the 
only symptom which forced the patient to seek medical 
help was hoarseness. 

A quite analogous case, which undoubtedly confirms the 
importance of laryngoscopic examination in cases of aneu- 
rism of aorta, I had occasion to observe lately. <A patient, 
45 years of age, from the country, came to me on the 6th 
of February, 1898, complaining of hoarseness, lasting two 
months. The whole treatment, until now, applied by the 
local physician, who considered, as it seems, the character 
of this disease inflammation, as for instance, inhalations, 
compresses, etc,, proved quite inefficacious, the hoarseness 
gradually increased, the patient experienced greater diffi- 
culty in speaking, became exhausted quickly, which nat- 
urally irritated the patient very much; the more so as on 
account of his occupation (he is a notary), the hoarseness 
is a great trouble to him. Besides that, he is healthy, 
does not feel any pains, no cough in general; except a 
nervousness, of which the w.fe of the patient present dur- 
ing the examination told me, he does not feel any disturb- 
ances. From childhood he is weak, and as it seems, very 
scrofulous. Except some affection of the lungs (pleuro- 
pneumonia) in his sixth year of age, likewise icterus at 
23, did not suffer from any disease, abuses tobacco. 
No syphilis. He comes, it seems, from a healthy family, 


although his father in his 65th year, died suddenly (apo- 
plexy, aneurism), the mother of cholera, the brothers and 
sisters died in childhood, mostly also from cholera. Mar- 


ried, his wife is healthy, and has five healthy children. 

On the first examination with the laryngoscopiec mirror, 
I had no doubt that here any inflammatory process was 
out of the question, the vocal cords being quite unchanged, 
likewise the mucous membrane of the rest of the larynx 
does not show any inflammatory traces. 

But only the left vocal cord is absolutely immobile dur- 
ing respiration, as well as phonation. It is excavated on 
its free edge, considerably shortened in comparison with 
the right, so that the left arytenoid cartilage is situated 
more to the front than the right; in a word, we have to do 
with the position of the vocal cord which we generally see 
in the cadaver, although not quite so, as shown by Semon, 
the glottis being from 2 to 6 mm. wide. 
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There was then no doubt at all, that in this case we had 
to do with typical complete paralysis of the left recurrent, 
the excavation and shortness of the affected cord, charac- 
teristic besides the cadaveric position for this disorder, 
depends on the secondary affection of the adductors, es- 
pecially Mm. thyro-arytenoidei Int., which first and mostly 
are subjected to the disturbance (Semon). 

Besides that, except chronic catarrh of the nose and 
naso-pharynx, as well as secondary catarrh of the middle 
ear, we could not find anything in the upper air passages. 
Of what origin could this paralysis of the left recurrent be 
is the question which presented itself above all. It could 
be either of central origin, 7. e., on account of some or- 
ganic disease, (not functional, because in cases of this 
latter, as Semon proved, only adductors, never abductors, 
are subject to p aralysis) in the nervous centers, which 
at the first moment seemed to be very probable on account 
1, of the uncommon nervousness of the patient, to which 
his wife drew my attention; 2, of a very distinct trembling 
of the hands, which I remarked in the patient during my 
first examination. 

Besides this central origin, the paralysis of nervus re- 
currens, especially as in this case of the left, gave me the 
idea of another, namely, peripheral cause, 7. e., the pres- 
sure on the recurrent, and then mostly on account of 
aneurism of the aorta, tumors of the mediastinum being 
much rarer. 

On account of this, for exact explanation of this case, I 
invited for consultation Dr. Edward Zielinski, and we 
found together what follows. The patient of almost mis- 
erable constitution and nutrition. The most minute ex- 
amination of the nervous system shows absolutely no in- 
dications as to organic disease of the centers, neitherin 
sensory nor in motor sphere, was there any disturbance. A 
distinct functional disturbance (neurasthenia), however, 
was discovered. Examination of the internal organs, 
namely, those in the thoracic cavity did not present any 
positive facts either. In the superior part on the left side 
the respiration was perhaps a little slower in comparison 
with the right side. The notes of the heart clear; accen- 
tuation of the second note of aorta. Besides that, arterio- 
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sclerosis. In the first moment it seemed to us that the 
pulse on the left side was a little weaker, but afterward it 
was proved that this symptom was not constant, but de- 
pended upon the state of nervous irritation during the ex- 
amination. 

In spite of the facts which we found during the sub- 
subjective examination, in view before us of the existence 
of paralysis of the left recurrent, after exclusion of organic 
central disease, as well as tumors of mediastinum, we came 
to the conclusion that, most probably, we had to do with 
aneurism of the aortic arch, which pressing upon the su- 
perior laryngeal nerve produced in our patient one symp- 
tom only, 7. e., hoarseness. The slight slowing of the 
respiration on the left side of the thoracic cavity depended 
probably on the pressure of this aneurism upon the left 
recurrent. 

It was, however, necessary to change this supposition as 
soon as possible to assurance. 

For this purpose, based upon some cases of aneurisms 
of the aorta, which were discovered thanks to the Roentgen 
rays, we resolved also in this case to apply this method: 
and Dr. Bychowski, who examined the former cases so 
successfully, applied in the presence of Dr. Edward Zie- 
linski and myself the transillumination with X-rays. There 
could be plainly seen on the left side above the heart a pul- 
sating tumor, under which shape the aneurism of the aorta 
presented itself. These relations are seen very distinctly 
on the photograph, which was afterward taken of the pa- 
tient. You see here distinctly above the contour of the 
heart the aorta the left side of which presents it- 
self as a greatly convex tumor. The dark surface be- 
low the heart shows the lines. The three small rings 
shown in the photograph represent the buttons of the shirt 
in which the patient was photographed. The exposition 
was made from behind. 

Thus, there was no doubt at all that we had in this case 
to do with a typical aneurism of the aorta arch, and that 
the paralysis of the left recurrent was of peripheral 


origin, due to pressure of the aneurism upon this nerve. 
In this sense we applied the treatment, namely, kali ioda- 
tum internally in gradually increased doses (from 0.35 
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to 1.0 grms. per day up to 2.0 grms. perday) Besides that 
baths with a gradually diminished temperature (from 29° 
to 24° R.), further avoiding all physical exhaustion, like- 
wise excitation of psychical nature; on the paralyzed 
vocal band externally, electricity, faradism and massage 
by means of the electro-motor. 

In the first days of the treatment the patient had an at- 
tack of paratyphlitis which, however, luckily passed away 
after several days suitable treatment under Dr. Edward 
Zielinski. Under the influence of iodide of potassium, as 
wellas local treatment, the voice improved a little; in the 











larynx, however, there were no more distinct changes, 
the left vocal cord constantly being in the cadaver posi- 
tion. After some weeks the patient returned home, where 
he is instructed to continue thetreatment. In this manner 
in the above case, as in several cases of Havilland Hall, 
the onesymptom which disturbed the patient and obliged 


him to seek relief was hoarseness, and one objective symp- 
tom of the existence of aneurism of aorta was complete 
paralysis of the left recurrent. 
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This case proves then, without doubt, the importance of 
examination of the larynx in cases of aortic aneurisms. 
Still in another regard this case is worth mentioning. It 
proves undoubtedly the importance of the application of 
Roentgen rays where there are no classical symptoms of 
aortic aneurism. 

Besides the above case, in which X-rays helped so much 
in the diagnosis of aortic aneurism, I had occasion still in 
some other cases to convince myself of the importance of 
this new diagnostic method. 

In one of them, relating to a girl of 19 years, who was 
demonsirated by Dr. Edw. Zielinski in one of the Febru- 
ary meetings of the Medical Society in Warsaw, Dr. 
Bychowski successfully applied Roentgen rays. In this 
case, however, of which the correct diagnosis, thanks to 
the X-rays, was removed from any doubt, I did not find 
any trouble of abduction of the vocal cord. 

It would perhaps prove that the aneurism was not sit- 
uated in the inferior part of the aorta arch, and in this 
manner it could not produce any pressure upon the recur- 
rent nerve. <A second case was that of a patient 50 years 
old, who wras in Prof. Srazbakow’s clinic in the ward of 
Dr. Kepemniski. The patient, besides typical ‘‘tabes 
dorsalis’ is affected, as was again proved by means of the 
Roentgen rays by Dr. Byschowski, with ananeurism of the 
aorta, ascendens. In this case the laryngoscopic exam- 
ination made by me showed right-sided paralysis of the 
recurrent (‘‘cadaveric position”’’ of the right vocal cord.) 

On account of the disorder’s being double-sided in this 
case, in which tabes dorsalis as well as aneurism of the 
aoma could produce the symptom of paralysis of the recur- 
rent, we are not able to say with certainty if this symptom 
in this case is central, due to tabes, or peripheral, due 
to pressure of an aneurrism upon the right recurrent. 
This latter, however, is more probable. 

In two more cases I had occasion to see the application 
of Roentgen rays by Dr. Bychowski. The first is espec- 
ially interesting from several points that I give it in a 
more detailed manner. 

The patient, some 40 years of age, came to me some 
weeks ago, complaiding of pulsation in the right side of 
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the head behind the right ear. This symptom troubled the 
patient constantly, and was combined with a sensation 
of pain. All treatment, applied by several physicians, 
as for instance, phenactin, antipyrin, the salicylate 
preparations, and further, electrizaction of the head 
and massage, did not produce any effect. No syph- 
ilis. The examination of the right ear, which, as it seemed 
to me, should give some hints as to the pr-per character 
of this disorder, gave, unfortunately, negative results. 
At the same time I remarked that the patient speaks with 
a hoarse voice. In answer to my question how long he 
had had this hoarseness, he said that it had lasted some 
years,; pulsation, however, he remarked, only since half 
avyear. The examination of the larynx shows right-sided 
paralysis of abductors, the vocal cord being in the median 
position. 

As the examination of the interior organs was quite neg- 
ative, I could form no idea with what I was really deal- 
ing. I did not doubt, however, that the changes in the 
larynx must have some etiological connection with the pul- 


sation in the posterior and right side of the head. 


Dr. Edw. Zielinski, who also did not find any suspicious 
indications either in the nervous system or in the heart, was 
also inclined to the same supposition. I prescribed, above 
all, potassic iodide in large doses, after which the patient 
improved so much that the pulsation of the head was not 
constant, namely, ceased for some hours. Notwithstand- 
ing, the wife of the patient having heard of the existence 
of Roentgen rays, resolved to try this method, so she sent 
to Dr. Bychowski, who made the transillumination in my, 
and afterward in Dr. Littman’s, presence. Aneurism of the 
aorta or of the right subclavian was not discovered; only 
in the region of the pulsation of the head there was seen, 
although not absolutely, a whitish spot. It could be sup- 
posed that here there was aneurism, which, pressing on the 
skull, produced thinness of the bone. In this manner, in 
this hitherto obscure case, Dr. Littman, upon the result of 
the examination with X-rays, proposed trepanation of the 
skull, with which, however, the patient did not agree. 
His further fate is unknown to me. 

The second case I had occasion to observe quite lately. 
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The patient, some 30 years of age, with hoarseness lasting 
six weeks, was also, as in the first case, treated by several 
physicians without success. The laryngoscopic examina- 
tion showed complete paralysis of the left recurrent (the 
vocal cord in the cadaveric position.) As I did not find any 
indications as to the central nervous system, I was in- 
clined to suppose an aneurism of the aorta (1) from the 
analogy with the first case. (2) on account of slight ste- 
notice retraction on the left side of the thoracic cavity in 
the superior part and, (3) perhaps, on account of some 
irregularity in the pulse (the left being a little weaker.) 

In this case there was a striking dyspnea, which I 
could explain neither from the presence, from childhood, 
of the moderate struma (especially on the right side), 
nor from the state of the lungs. Twelve years ago he had 
left-sided pleurisy, but at present there are no traces of 
this disorder. No albumen in the urine. The examination 
with Roentgen rays made by Dr. Bychowski in my pres- 
ence did not disclose an aneurism of aorta; the latter, how- 
ever, presented itself during transillumination wider than 
usual. Thus, this case remains also for me indistinct. I 
don’t suppose that the paralysis of the left recurrent in 
this case was caused by struma, the more so, as this latter 
was more decided, on the right side, and has even 
decreased in size lately. I am rather inclined to think 
that in this case, perhaps on account of the peculiar posi- 
tion of the aneurism, it could not be discovered by means 
of the Roentgen rays. 

Of other cases of aortic aneurisms which I had occasion 
to observe lately, one occurred in a patient of 67, from the 
Infirmary forthe Aged. In this case, observed by me to- 
gether with Dr. Mohlanowski, we had some points for the 


diagnosis of aortic aneurism, namely, dullness, as well as 


noise in the superior part of sternum. The examination of 
the larynx showed paralysis of the right posticus. The 
right vocal cord was in phonatory position. 

In another case of aortic aneurism, (the patient, 52 years 
old, from the department of Dr. Cherozowski in Jesus 
Christ’s Hospital.) I did not find any changes in the 
larynx. On the contrary, the case coming from Dr. 
Pavinowski’s department in Holy Ghost Hospital is an in- 
teresting one. 
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A widow, 40 years of age, with ectasy of the aorta 
and secondary aortic insufficiency (strepitus diastolus in 
the region of the fourth rib on the left side of the sternum) 
had, already in the beginning of the disease, hoarseness, 
the cause of which was found to be a paralysis of the 
left recurrent, which persists up to the present time, (the 
left vocal cord being in a cadaveric position.) In this 
case, also the left pulmonary apex is affected with a tu- 
berculous process, (in the sputa Koch’s bacilli.) These 
are all cases which I had occasion to observe lately. 

In view of the fact, that paralysis of the recurrent 
nerve, especially of the left, can exist in case of latent 
aortic aneurism as the first and only symptom of this dis- 
order; further, in view of the fact that the initial phases 
of this affection of the larynx, namely, the so-called ‘‘Pos- 
ticus Liihmung’’ on one side can exist without symptoms; 
finally, in view of the undoubtedly much more frequent 
existence of aortic aneurisms than is generally supposed, 
especially in their latent forms, we ought, in my opinion, 
in every case make a laryngoscopic examination, without 
regard if there are symptoms of aortic aneurism or not; 
likewise, if there are subjective troubles on the part of the 
larynx or not. 

In this manner, I am sure, we shall be able in many 
cases to discover this disorder where it would be least 
suspected. Besides, these paralyses of the larynx, which, 
as I have found, are exceedingly important in cases of 
aortic aneurism, there can be, although much more sel- 
dom, spasm of the larynx, (cases of Lambert, Bresgen 
42, and Lori) resulting from the irritation of the recur- 
rent by the aneurism. Finally, Lori mentions also edema 
of the larynx, of passive character, resulting from the an- 
eurism. 

Examination of the larynx can also discover besides the 
symptoms of pressure upon the nerve in cases of aortic 
aneurism, pressure upon the windpipe itself by the gener- 
ally very large aneurism; 7. e., the convexity and pulsa- 
tion of the pesterior and left wall, the trachea itself being 
generally in these cases dislocated toward the right side. 
These cases are often accompanied by suffocative symp- 
toms. These cases, proved by autopsy, are described 
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by Selter 43, (in 5 out of 8 cases), Hertel, in which 
ulceration of the windpipe took place; further, Havilland 
Hall 44, Mader, Armstrong 45, Daraignez 46, Moll 47, 
Boullache 48, Lord 49, Schroetter 50 (3 cases), Pel 51, 
McDonnell 52, and Centstamesson 53, draw attention to a 
symptom of Oliver, of diagnostic value in cases of aortic 
aneurism; grasping the trachea between the first and sec- 
ond fingers, below the cricoid cartilage and moving 
slightly upward, one feels them with every systole, the set- 
ting down of the trachea and larynx. 

The laryngoscopic examination, however, has not only 
a diagnostic value in cases of aneurism of aorta, but also 
a very important prognostic value. 

In a similar case observed by Chiari, the patient 42 years 
old, suffered for six months from hoarseness; cadaveric 
position of the left vocal cord; aneurism of aortic arch. 
Since six weeks the movements of the left half of the 
larynx returns, which the author thinks depends on the 
pressing of aortic aneurism. Examination with the 
Roentgen rays has also, besides diagnostic, not less im- 
portant prognostic significance, namely, the pulsation of 
the aneurysmatic curve, which, for instance, took place 
in our first case, and which we can see very distinctly dur- 
ing the transillumination, makes the prognosis much worse 
because it proves that the burse is not yet filled with 
coagula; resp. it is more inclined to rupture. 

In general, as to the prognosis of aortic aneurism, it is 
not so bad as most generally stated. Prof. Schmidt ob- 
served even complete recoveries in some cases; in one of 
them it lasted twenty years. 

Now, some words about the treatment of aortic aneu- 
rism. The above cited Schmidt, upon the principle that 
in cases of aortic aneurism, the disease rests on syphilitic 
ground, naturally prescribes the specific treatment, be- 
sides kali iodatum, inunctions of mercury, preferably at 
some sulphur bath. 

I think, however, that this opinion is a little too one- 
sided. I do not believe that syphilis always plays such a 
role in the pathology of aortic aneurisms. The ‘‘kali 
iodatum,’’ however, in large doses* is always the most 
efficacious remedy in the treatment of this disorder. 

Tillmann recommends electrolysis in this disorder, to 
cause coagulation of the blood. 

Finally, as to the local treatment of the laryngeal dis- 
turbances, 7. ¢., paralysis of the vocal cords, electricity and 


*In one of Schmidt’s cases the patient took during one year, 2,509 
grammes of iodide of potassium without any trouble. 
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massage are the best methods. Such treatment I pre- 
scribed in my above first case, with what effect the future 
will show. 
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SARCOMA OF THE NASAL SEPTUM. 
Abstract of Paper. 
By J. PAYSON CLARK, M. D., 
BOSTON, MASS. 


Up to 1896, there had been collected sixty-two cases of 
sarcoma of the nasal passages. From the report of these 
cases it would appear that more than half had recovered, 
but a closer examination of the history would lead one to 
place the mortality at a probably much higher figure, as 
in only a very small proportion of cases is it distinctly 
stated that there was no recurrence a year or more after 
the operation. Since 1896, the writer has collected ten 
cases, of which apparently only one recovered. This was 
an alveolar sarcoma of the middle turbinate, and there was 
no recurrence two years after its removal. The writer 
gives a resumé of a case reported by him in 1891, with the 
subsequent history: 

A man, aged 35, was first operated upon in July, 1890, 
for round-celled sarcoma of the bony septum. The growth 
filling the left nostril, was removed by cold-wire snare in 
several sittings. Two months later the mucous membrane 
appeared everywhere normal, but a month after this a 
small rounded elevation appeared on the septum. This 
showed little tendency to increase, although it never dis- 
appeared entirely. In May, 1891, the growth became more 
rapid but it was not until January, 1892, thatthe snare and 
curette were considered inadequate for its removal. Then 
the whole septum was removed under ether, and found to 
be under an apparenily normal mucous membrane, com- 


pletely converted into an osteoid sarcoma. The disease 
was found too extensive for thorough removal. From 
this time it grew rapidly and when last seen the patient 
was evidently dying from extension of the growth into the 
brain. 


*Read by title before the American Laryngological Association, at 
Brooklyn, N. Y., May 17, 1898. 
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Mrs. W. H. M., aged 42 years, was first seen in June, 
1897. Had always enjoyed good health. Left nostril be- 
gan to be obstructed two years ago. A reddish-gray 
tumor, filling this nostril, was removed by snare and found 
to be a myxo-sarcoma. The portion of the cartilagenous 
septum to which the growth was attached was removed 
under ether, but showed no evidence of sarcomatous 
growth. According to a letter from the patient’s physi- 
cian, nearly a year after the operation, there is no evi- 
dence of recurrence. 

Sarcoma in the nasal passage is less malignant than in 
other localities, only insofar as it may be in a situation to 
be thoroughly eradicated. The case of G. W. indicates 
well the extreme malignancy of the round-celled variety 
and the literature shows that the mixed varietes may be 
nearly, if not quite as maglinant. It is quite evident now 
that the only chance for cure in the case of G. W., would 
have been the removal of the whole bony septum when 
the patient was first seen. The slow growth of such a ne- 
oplasm should never deceive us as to its real malignancy. 

A round-selled sarcoma of septum or turbinate should 


be removed with a wide margin of healthy tissue. One 
may be justified in attempting the removal of a myxo- 
sarcoma, fibro-sarcoma, etc., by means of the snare and 
curette, if the patient can be seen often. Otherwise, a 
radical operation should be performed at once. In caseof 
recurrence, a radical operation should be resorted to. 





SERIOUS CONSEQUENCES FOLLOWING INTRA- 
NASAL OPERATIONS.* 


By ROBERT LEvy, M. D., 


PROFESSOR OF LARYNGOLOGY AND PHYSIOLOGY, GROSS MEDICAL 
COLLEGE, 


DENVER, COLORADO, 


CasE I.—J. S. C., male, aged 30; medical student of 
very nervous temperament, was in my employ as stenog- 
rapher more or less during the year 1896; during this 
time I became familiar with his past history. He had been 
a great sufferer from rheumatism, and, as a consequence, 
had become addicted to the use of morphine. This, he 
assured me, had been completely discontinued, and as 
proof showed me his arms covered with old hypodermic 
sears. There was no history or evidence of syphilis or 
tuberculosis, although his general condition was rather 
poor, and at various times he had, in my office, attacks of 
cardiac distress, with pallor and rapid pulse, followed by 
extreme weakness. These attacks were attributed to ex- 
cessive use of tobacco, there being no cardiac murmurs 
appreciable. 

During the fall of 1896, patient complained of nasal dis- 
comfort, with some obstruction and occasional epistaxis. 
Rhinological examination revealed small cartilaginous 
septal spur, and slightly deflected septum in left nasal 
cavity. Mucous membrane over spur was eroded which, 
under proper treatment, readily healed. The septal ir- 
regularity was not sufficient to urge operation, the dis- 
comfort being considered more mental than physical. 

The patient, however, continually begged for relief by 
operation, especially after attending my clinics, until I 
finally removed the spur. Nothing eventful attended the 
course of the case. 

In February, 1897, the patient, being still greatly im- 
pressed with the presence of a deflected septum, prevailed 


*Read by title before the American Laryngological, Rhinological 
and Otological Society, Pittsburg, May 11, 1898. 
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upon me to operate for its correction. The Asch oper- 
ation was easily and quickly performed before my class, 
February 5, under cocain anesthesia and proper antisep- 
tic precautions. On account of the slight deformity the 
operation was the simplest I had ever performed. 


The patient’s nervous temperament was manifest imme- 
diately after the operation. It was with the greatest diffi- 
culty that he could be compelled to keep his fingers from 
his nose. The after treatment was intrusted to my as- 
sistant and the patient ordered not to neglect reporting 
daily. This he did for two or three days following the op- 
eration, after which neither my assistant nor myself saw him 
until February 13. He had removed the Asch tube and 
had sprayed his nose with Dobell solution, using the 
atomizers in the office of an eclectic practitioner for 
whom he was working. He presented the appearance of 
great depression; profuse perspiration on his forehead, 
skin moist, temperature 103 F., pulse 120; complained of 
intense headache and pain in both knee joints. An ex- 
amination of the nose revealed a large perforation at the 
site of operation covered by dry greenish scabs. No pur- 
ulent discharge nor injection of the mucosa was apparent. 
He was at once ordered to bed, given full doses of quinine 
and frequent nasal douches of warm boracic acid solution. 
The following day a slight improvement in temperature 
and pulse was noted; the pain in the head and joints, 
however, remaining. Being unable to obtain careful at- 
tention where he was, he was sent to the Arapahoe 
County Hospital, February 15. On admission, the symp- 
toms were as above, the physical examination revealing 
in addition, mitral regurgitation. February 18, a. m., pa- 
tient became stupid, with slight paralysis of right leg. 
Toward evening delirium developed. At 5 p. m., Dr. 
Eskridge kindly examined the case, and found all deep re- 
flexes slightly increased on right side, while superficial 
reflexes were absent. The tongue protruded well to the 
right; very slight difference in pupils, the left reacting 
somewhat better than the right; no retraction of the 
head; almost complete motor and sensory paralysis of the 
right side. Diagnosis: Thrombus, which was verified 
at the autopsy. February 20, stupor, more profound; 
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right pupil smaller than left; paralysis of right side com- 
plete; muttering delirium; death at 5 p. m. 

Necropsy.—Performed by Dr. Axtell eighteen hours af- 
ter death. Rigidity and staining fairly well marked. In 
the extremities and joints, about the distribution of 
smaller arteries, several hemorrhagic infarcts are ob- 
served beneath the skin; on the arms and chest evidences 
of old hypodermic abscesses are seen, while over left 
leg is observed a recent abscess covered with a brown 
scab. Upon lifting the calvarium no evidence of menin- 
gitis is detected, nor can any trace of meningeal inflam- 
mation be discovered anywhere. Section of brain reveals 
entire left optic thalamus and posterior part of internal 
capsule broken down and softened. The softening ex- 
tends from the median line to extreme outer border of 
optic thalamus. At the first bifurcation of the posterior 
cerebral artery there is found evidence of arteritis and 
plugging. Right lung is found slightly emphysematous; 
left pleura contains many old adhesions. There is endo- 
carditis, universal pericarditis with adhesions, the aortic 
valves are very thick, the spleen and liver are found large 
and soft and contain many infarcts. The cause of death 
is general septicemia, thrombus of the posterior cerebral 
artery, and cerebral softening. The thrombus is evidently 
due to syphilitic arteritis, in spite of the non-syphilitic 
history. The endo- and pericarditis are plainly recent, 
and are responsible for the infarcts in the liver and spleen. 
Whether the hypodermic abscess on the leg, or the wound 
in the nose is responsible for the endo- and pericarditis, is 
an open question and one which I shall not attempt tode- 
cide. (The serious sequence of events following the septal 
operation is sufficient to indicate the close relation which 
may be assumed to exist between the two.) 

CASE II.—This interesting case occurred in the practice 
of my friend, Dr. W. W. Bulette, of Pueblo, Colorado, 
through whose courtesy I am permitted to briefly report 
it. Miss M., aged 25, consulted Dr. B. March 6, 1897. 
There is a family history of phthisis and asthma. Patient 
has always been delicate and of nervous temperament. 
Has had diseases of childhood, suppuration of both ears; 
grip in 1893 and 1894, tonsillitis, colds in head, and has 
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been a mouth-breather foryears. In April, 1894, she de- 
veloped so-called cottonwood fever, whichin all symptoms 
resembles hay fever and lasts until about June 15, of 
each year. Rhinological examination shows hypertrophic 
rhinitis, large exostoses adherent to septum, middle turbi- 
nates, and vault of nares on both sides; follicular pharyn- 
gitis. March 26, Dr. B. removed the right exostosis under 
cocain and asepsis. Good recovery. April 3, left exos- 
tosis removed under similar precautions. Treatment pre- 
paratory to operations consisted of antiseptic spray from 
March 6, to March 26. After-treatment consisted of 
cleansing, followed by a spray of 10 per cent. solution of 
antipyrine, followed by packing with iodoform gauze sat- 
urated with a 10 per cent- solution of tannic acid, which 
was retained for twelve hours. April 5, patient developed 
symptoms of cerebral meningitis and died on April 7. No 
autopsy. 

In presenting this communication it is not the author’s 
intention to elaborately analyze or comment upon the 
dangers which may follow operations in the nose. To 
this honorable, well posted, and thinking body of rhinol- 
ogists, such a course would be but tiresome and useless. 
The mere relation of these two cases is sufficient to direct 
your thoughts in the channel which mine have taken and 
cause you to arrive at similar conclusions. 

Many words of warning have been, and are still, heard 
against unnecessary, injudicious and severe intranasal 
measures. The paper of Prof. J. Solis-Cohen (1) and the 
discussion which followed its reading in 1£85, have been 
of inestimable value to rash and impetuous youths in the 
profession, and though Rice states that ‘‘the patient’s life 
is rarely endangered,’’ the tenor of his paper on ‘‘Anti- 
septic Nasal Surgery’’ (2) is a note of warning. Dr. 
Hobbs (3) puts it very strongly when he says ‘‘while judi- 
cious and properly executed rhinal operations have done, 
and are doing an immense amount of good, for this very 
reason the temptation is increased in many instances todo 
operations that were better not done, particularly by the 
younger men just making their entrée into this special 
line of work. They are loath to allow an opportunity to 
pass to saw a septum, to drill an exostosis or to cauterize 
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a protuberance or an enlarged turbinate. The mere sug- 
gestion of a septum spur, or a bony protuberance, or an 
enlarged turbinate, is too often deemed a sufficient reason 
for a surgical procedure, even though no subjective or ob- 
jective symptoms may exist.”’ 

A great variety of accidents may follow intra-nasal op- 
erations. Lermoyez (4) divides them into three classes: 
1st, infectious; 2d, nervous; 3d, mechanical. The com- 
moner symptoms of malaise, fever, myalgia, etc., are well 
known. Remarkable and unusual after-effects have been 
reported by reliable observers, among which we find 
septal abscess by Lederman (5) and Mayer (6). Loss of 
memory, spasmodic cough by Thorner (7), amaurosis by 
Thorner (7), Packard (8), and others. <A peculiarly in- 
teresting instance of pyorrhea alveolaris is reported by 
Dr. Bottome (9), of New York; one of prolonged hyster- 
ical manifestations by Luzatti (10), and one of tetanus 
after tamponning by Arcangeli (11). Treitel (12) asserts 
that he has rarely observed infectious sequele after oper- 
ations in the nose, and that never have serious infectious 
processes followed. On the other hand, the following 
cases represent not all, but probably the most noted ones 
which have been reported, and in which death has super- 
vened: 

Stoerk, K. (13), case of meningitis, following curetting 
for chronic purulent rhinitis; death in three days; ob- 
served in 1860. Five cases of purulent rhinitis followed 
by meningitis. 

Locherer (14), death following curettment in a case of 
nasal polypi. 

Wagner, R. (15), meningitis and thrombosis of longi- 
tudinal sinus after galvano-cautery to middle turbinate; 
hemorrhage, tampon; death thirteen days after operation. 

Lange, V. (16), probably sinus thrombosis after gal- 
vano-cautery for bony and membranous occlusion of right 
nasal fossa; death six days after operation. 

Rayser (17), meningitis after removal of polypi by 
snare; empyema of antrum of Highmore; death in eleven 
days after operation. 

Broechaert, J. (18), meningitis of right temporal lobe 
and falx cerebri after operation for polypi by galvano- 
cautery; death twenty days after operation. 
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Rethi, L. (19), meningitis, thrombosis, pyosepticemia, 
hemorrhagic and purulent nephritis, purulent inflamma- 
tion of joints after several operations for nasal polypi; 
hemorrhage, tampon; death five days after last operation. 
This author refers also to cases of Voltolini and Lublinski. 

Quinlan (20), meningitis after electro-cauterization of 
middle turbinate. Author also mentions a case by Baruch 
in which fatal results followed a sawing operation. 

Leplat (21), reports an interesting case in which death 
occurred presumably from meningitis, following the forci- 
ble probing and injection of the lacrymal! canal. 

Destot (22), relates a case which has an intimate bear- 
ing upon the subject under discussion. A man 46 years 
old had an acne pustule on the left ala nasi, which he fre- 
quently opened by scratching. After a cold he became 
seriously ill and died. The autopsy established the cause 
of death as thrombosis of the ophthalmic veins and cav- 
ernous sinus directly traceable to the acne. 

Meningitis, sinus-thrombosis, and death, are not infre- 
quent accompaniments of purulent affections of the nasal 
accessory cavities, and in some instances in which oper- 
ations were undertaken for relief of empyemata it has 
been difficult to decide the relative role played by the dis- 
ease and the operation. Flatau seriously questions 
whether death in his case was due to operation, or to a 
latent meningitis (23). Wiirdemann (24), reports an in- 
structive case in which there occurred alarming septice- 
mia with maxillary, ethmoidal and sphenoidal abscesses, 
followed by recovery after appropriate surgical treatment. 

In speaking of the causes of meningitis, Collins (25), 
lays stress upon operations of the cephalic extremity in- 
cluding the nose, and upon pyogenic diseases of the adja- 
cent cavities. In phlegmonous inflammation of the nose 
he states that the veins form the pathway for infectious 
material. Ziem (26), also speaks of the nose as the en- 
trance for infectious conditions. That a direct communi- 
cation may exist between the sub-arachnoid space and the 
lymph spaces in the nose has been shown by Flatau (27); 
and Heubner (28), has reported a case in which the men- 
ingo-cocci were found in the nasal secretion of a menin- 
gitic patient. A knowledge of the close relation between 
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the nose and cranial cavity would deter many from intra- 
nasal operations, were it not for the wonderful investiga- 
tions of such men as Piaget, Thomson and Hewlett, Wiirtz 
and Lermoyez, Wright and Park, and others. While all 
observers are not entirely agreed, the fact seems fairly 
well established that the nasal secretion is sterile and even 
possessed of some bactericidal properties. On the other 
hand, it is interesting to note that, as Gradenigo (29) has 
pointed out, a difference in the character of discharges 
between normal and diseased noses must exist, and that 
non-pathogenic germs may under altered conditions be- 
come pathogenic (McIntyre (30). An exceptionally im- 


portant conclusion is the one arrived at by nearly all 


observers, namely, that the source of contamination is in 
the vestibule. This is of the greatest practical value and 
furnishes the key note to all that may be said on aseptic 
and antiseptic nasal surgery. _In addition to the exercise 
of care in introducing infectious bacteria from the vesti- 
bule, the greatest stress should be laid upon perfect surg- 
ical cleanliness of the surgeon’s hands and instruments. 
Elaborate pre-operative or post-operative manipulation is 
not only unnecessary, but harmful. The post-nasal 
syringe or the nasal cup are far better than atomizers to 
cleanse the nose; washing from the naso-pharynx avoids 
the possibility of infection from the vestibule, while it de- 
stroys no epithelial cilia, which are important in estab- 
lishing a free flow of nasal secretion. 
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COLLEGE OF MEDICINE AND SURGERY, LARYNGOLOGIST AND 


OTOLOGIST TO CINCINNATI HOSPITAL, ETC. 


The author states that it is surprising what a difference 
of opinion exists among writers regarding the frequency of 
adenoma, carcinoma, and adeno-carcinoma of the nose, 
Many e2uthors do not mention it at all, others consider it a 
rare occurrence, while a few think it is not infrequently 
met with. There is no unanimity of opinion regarding 
cases of this kind. The number of cases of adeno-carci- 
noma of the nose which are thoroughly observed, and au- 
thentic on account of competent microscopic examination, 
is very small up to date. 

E. P., aged 47, a farmer, was referred to the author by 
Dr. V. T. Churchman, of Charleston, W. Va., September, 
16, 1895. Father died of ‘‘heart disease’’; cause of moth- 
er’s death unknow4a; no history of carcinoma or tubercu- 
losis in his family. 

About one year ago he noticed some obstruction in the 
nasal cavity, which gradually increased until breathing 
through that side was absolutely impossible. Four months 
after he had noticed the trouble, Dr. C. removed a large 
growth from the nose with a snare, after which breathing 
was again free for about one month. Then the same 
trouble reappeared. 

Another large portion of the growth was again removed, 
Then he was free for about two weeks, when breathing was 
again impeded, and two weeks later the left nasal cavity 
was entirely closed. Operations were repeated at inter- 
vals of about one month, so that up to the present time 
eight operations have been performed. The operations 


*Abstract of Peper read at the annual meeting of the American 


Laryngological, Rhinological and Otological Society, at Pittsburg, 
Pa., May llth and 12th, 1898. 
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were followed by moderate hemorrhage, and for most of 
the time were not very painful. His only complaint is ob- 
struction to breathing. Has not lost weight. Appetite 
good. 

The following is the condition upon entrance into the 
hospital: Man of medium size, fairly well nourished, 
nothing abnormal to be seen about his face. Hearing in 
left ear diminished; the left side of the nose entirely ob- 
structed by a growth which extends from the vestibulum 
backward, and fills completely the space between the 
choana and the Eustachian tube; color grayish-red, sur- 
face uneven and resembling somewhat a mass of cauli- 
flower, is soft, and bleeds upon touch; origin cannot be 
ascertained, but it appears to come from the middle mea- 
tus, which is completely obliterated. Septum free from 
growth; no glands enlarged. During my absence Dr. 
Allen removed with cold wire snare a large portion which 
surrounded the orifice of the Eustachian tube. Hemor- 
rhage rather abundant. Microscopic examination showed 
the removed: pieces to be typical adenoma. October 5, 
about two and a half weeks after this operation, nose be- 
gan to be again obstructed. I removed with cold wire 
snare as much of the growth asI could. Microscopic ex- 
amination confirmed the first diagnosis. On October 22, 
the nose was again entirely obstructed. Operation under 
chloroform anesthesia, in which an enormous amount of 
the tumor was removed from the nose and post nasal 
space with snare and curette. Pieces varying in size from 
a filbert to that of a small walnut, were removed. They 
all were very friable, hemorrhage abundant. Left side of 
nose packed with iodoform gauze. Patient did very well 
after operation; no hemorrhage after removal of the plug. 


On October 29, one week after the operation, the growth 
was seen toreturn. The patient was now given to under- 
stand that there was no hope to remove all of the growth 
by intra-nasal procedure, and the advisability of a more 
radical operation by temporary resection of the upper jaw 
was suggested to him. The patient refused operation and 
left the hospital. 

Portions of the growth removed at this last operation 
were examined by Dr. Albert H. Freiberg, then micro- 
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scopist of the hospital, who had the kindness to send me 
the following report: 

‘*‘The surface of the growth is not papillary, but smooth. 
Lying in a well developed stroma of young connective tis- 
sue abounding in easily stained nuclei, is seen an enorm- 
ous aggregation of tubuli of various conformation. Some 
of them are fairly straight with lumina of small calibre, 
others convoluted in their course, and others still short 
with large dilated lumina, reminding one of cystic forma- 
tion. Here and there is to be seen an atypical collection 
of epithelial cells without evident lumen. 

“The tubuli are lined with a tall cylindrical epithelium 
whose nucleus is large and very easily stained. I have 
been unable to detect anything like cilia on these epithelia. 
Taken altogether, the picture reminds one forcibly of the 
malignant adenoma of the uterus. I should call it: maliq- 


nant adenoma.’ 

For the rest of the history of this case I am indebted to 
Dr. Churchman, of Charleston. A few months after the 
last operation the patient began to decline. The growth 


had to be removed every few weeks. On April 25, Dr. C. 
wrote that he had operated upon him eight or ten times 
since he left Cincinnati. The operations had grown to be 
very painful. General health very bad, sallow complex- 
ion. The septum and right side of the nose had become 
involved; eyelids were edematous. At this time he 
seemed to be willing to have an operation done. Mean- 
while Dr. C. had some of the masses, removed on April 25, 
sent to the pathological laboratory of John Hopkins Hos- 
pital. The report was, that it was a typical case of ade- 
noma changing into an epithelioma. Dr. C. did not see 
the patient for one week; when he saw him again his nose 
was double its size and was purple; his eyes were very 
much swollen, protruding and bloodshot, and he was not 
able to swallow anything but soft and liquid food. The 
patient returned to his home, and Dr. C. did not see him 
any more. He died on June 12, but Dr. C. did not hear of 
it until after he was buried, when he received the remain- 
der of the history from the family physician, which is as 
follows: The patient grew rapidly worse, the growth 
broke through the walls of the nose at its bridge, from 
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where severe hemorrhages took place; the left orbit was 
more and more involved, until two and a half weeks 
before death the left eye was destroyed; at the time of his 
death the growth in the left orbit was two and a half 
inches in diameter, and bleeding all the time. No hearing 
for ten days preceding his death; his mind was entirely 
destroyed the last five or six days. 

We have to deal here with a case of malignant disease of 
the nose, and if correct statements were given by the patient, 
the duration of the trouble was about one year and nine 
months, or perhaps two vears. The question arises whether 
this was an adenoma that underwent carcinomatous chan- 
ges, or whether it was not acase of benign tumor in addition 
to which there developed later a carcinoma. Adenoma of 
the nose is looked upon by many as a benign tumor; how- 
ever, all authors are agreed upon the possibility, and some 
even on the probability, of an adenoma becoming ma- 
lignant. Pathologists and clinicians mention the mani- 
fest malignant tendencies of adenomaof the mucous mem- 
branes, and speak of a form of adenoma of the uterus as 
adenoma malignum. In an advanced stage, when the 
epithelial elements assume the shape of dense cell con- 
glomerations, we are in the habit, according to Ziegler, 
to call such a growth an adeno-carcinoma.. It is certain 
that microscopically the tumor represented in the earlier 
stages nothing that could have been looked upon as ep- 
itheliomatous; and yet the clinical course of this case, 
and a histological examination made about six months 
later, showed a tumor changing from an adenoma into an 
epithelioma. This is the reason why this tumor must be 
classed as an adeno-carcinoma of the nose. 





CHRONIC INFLAMMATION OF THE PHARYNGEAL 
TONSIL, WITH LITTLE HYPERTROPHY,* 


By CHARLES N. Cox, M. D., 
BROOKLYN, NEW YORK. 


Since the attention of the profession was called to ade- 
noid vegetations, or hypertrophy of the pharyngeal ton- 
sil, by Wilhelm Meyer, the subject has received much 
consideration and has been the theme of numerous mon- 
ographs. 

It is now universally conceded by all who are best qual- 
ified to judge, that lymphoid hypertrophy at the vault of 
the pharynx of sufficient degree to interfere with nasal 
respiration is productive of harm in several directions, the 
most important of which are: 

1. General lack of development through insufficient 
aerization or oxidization of the blood, with its accompani- 
ment of flat chest, etc. 

2. Naso-pharyngeal catarrh. 

3. Aural disease. 

4. Increased liability to infection. 

These various effects, along with other minor ones, have 
been repeatedly brought forward and dwelt upon. The 
pathology and treatment of adenoid vegetations have been 
most elaborately discussed. It would seem impossible to 
present anything new on the subject. 

In the typical case, where obstruction is a marked fea- 
ture, there can be no question as to the expediency, or, in 
fact, the imperative necessity, of complete removal of the 
growth. 

It is the purpose of this paper to present another class of 
cases, viz., those in which there is chronic inflammation of 
the pharyngeal tonsil or mass of lymphoid tissue at the 
vault of the pharynx, with little or no hypertrophy. 

For a long time, I was little inclined to operate unless 
there was sufficient hypertrophy to interfere with nasal 


*Read before the American Laryngological, Rhinological and Oto- 
logical Society, May 11, 1898. 
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respiration. Lately, Ihave come to the conclusion that 
there are some cases of chronic inflammation of the 
pharyngeal tonsil with little hypertrophy, which require 
removal of that little to effect a cure of the evils attending 
the condition. 

In such cases we find a very small collection of the ade- 
noid tissue at the vault of the pharynx, obstructing little, if 
any, a perfect view of the choane. This massis perhaps 
a little redder than normal, particularly if it has recently 
been the seat of an acute inflammation, to which it is a 
frequent subject. It is usually covered, more or less, with 
thick mucus or muco-pus, varying in color from white to 
a greenish yellow; perhaps streaks of this secretion may 
also be seen on the posterior wall. 

The nasal cavities are usually quite free from secretion, 
except such as may find its way from the naso-pharynx, 
and that takes place to a less extent than is the case with 
great hypertrophy of Luschka’s tonsil. This affection is 
one of the most frequent causes of naso-pharyngeal 
catarrh in children. 

Patients with chronic inflammation of the pharyngeal 
tonsil are the subject of frequent attacks of so-called ‘‘cold 
in the head.’’ In many instances it is really not a coryza 
from which they are suffering, but an acute inflammation 
of the tonsil. During these exacerbations or acute at- 
tacks there is apt to be a certain degree of pain in the 
naso-pharynx, which gives rise to more or less complaint 
of sore throat. During such an attack, the vault may be 
frequently dotted with small spots of exudation, as is seen 
in acute folliculous inflammation of the faucial tonsils. 

Inasmuch as part of the chain of lymphoid glands which 
guard the upper part of the respiratory tract is disabled by 
disease in this affection, phagocytosis is enfeebled, thus 
permitting a more ready entrance into the system of path- 
ogenic organisms. This probably accounts for the in- 
creased liability of such subjects to infection—and I mean 
by infection, not only that of the regularly classified zy- 
motic diseases, but also that of less clearly recognized 
processes. For instance, I believe that condition known 
a3 a ‘‘cold’’ is more often the result of the entrance into 
the system of pathogenic organisms, carried into the air- 
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tract by dust, than that of exposure to cold or damp air. 
In this connection, it is well to mention the frequency of 
so-called ‘‘bilious attacks’? in children suffering from 
chronic inflammation of the pharyngeal tonsil; often in 
cases even where there is little hypertrophy. There is 
some close connection between these two conditions. To 
my mind, the malaise, chill, slight pyrexia, nausea, etc., 
point to a septic process, due to infection. This may be 
auto-infection, from absorption of pus or muco-pus col- 
lected in the naso-pharynx; or infection from without, by 
means of dust-laden air. At any rate, the frequency with 
which such attacks occur in these subjects is worthy of 
remark. 

Chronic inflammation of the pharyngeal tonsil is usually 
attended with more or less general debility and lack of 
tone. Anemia is a pronounced symptom in many cases, 

During the acute attack of inflammation to which the 
diseased tonsil is especially disposed, the eustachian tube 
and middle ear are frequently involved, and there results 
acute or subacute inflammation there. However, in my 
experience, the inflammatory process set up in the middle 
ear is generally of a subacute type, and does not often go 
on to suppuration as isso commonly the case when ade- 
noid vegetations are present to such an extent as to cause 
considerable obstruction. 

Finally, the conformation of the naso-pharynx in some 
cases may be such that a small collection of hypertrophied 
lymphoid tissue will impair the resonating powers of that 
cavity to such a degree as to prevent the production of the 
finest quality of tone, which is of especial importance to 
the singer. The removal of this little hypertrophy is 
sometimes followed by the most gratifying results in pa- 
tients who are professional singers. 

Many of these cases of chronic inflammation of the 
pharyngeal tonsil will, of course, get well with simple local 
and general treatment. The administration of iodide of 
iron, or hydriodic acid isindicated. General hygiene and 
the life and surroundings of the patient should be looked 
after. 

Local cleansing by sprays and applications of Mandl’s 
solution, 5 to 10 grs. of iodine to the fluid ounce of glycer- 
ine are to be recommended. 

While I do not whish to go on record as an advocate of 
the indiscriminate and reckless scraping out of every naso- 
pharynx that presents itself, I do maintain that in certain 
eases of chronic inflammation of the pharyngeal tonsil, 
even where there is little hypertrophy, a removal of that 
little is the quickest and most efficacious method of treat- 
ment, and the one attended with the most lasting results. 





FOREIGN BODY IN THE LARYNX AND A MODI- 
FICATION OF KIRSTEIN’S AUTOSCOPY.* 


By E. FLETCHER INGALS, M. D., 
CHICAGO. 


A boy, 3 years of age, drew a shoe fastener into his 
larynx four weeks before he was brought for examination. 
He was aphonic, and dyspnea was moderate. The foreign 
body could be feltin the vestibule, but could not be seen. 
Under chloroform anesthesia, and the patient on his back 
with his head hanging over the top of the table, a vaginal 
retractor four inches long was used in an unsuccessful en- 
deavor to examine the larynx. A forceps was then used 
without effect, and finally the cricoid and two upper rings 
of the trachea were divided. By means of a tracheal for- 
ceps the shoe-eyelet hook was pushed upward and caught 
by the finger. A pneumonia complieated the recovery. 

The retractor was found to be too short, and in a second 
one Dr. Ingals had this defect corrected, and in addition 
adopted the curve and notch (for the median glosso-epi- 
glottic ligament) suggested by Kirstein, in the Berliner 
Klin. Woch., 1898, pp. 158, 255. The improved retractor 


has proved satisfactory. 


*Abstract of paper read at the Twentieth Annual Congress of the 
American Laryngological Association, May 16, 17, and 18, 1898. 





REFLEX NEUROSES AND THE NEUROPATH.* 
By HuGu T. PATRICK, M. D. 
CHICAGO, 


PROFESSOR OF NEUROLOGY IN THE CHICAGO POLICLINIC; ASSOCIATE 
PROFESSOR OF NERVOUS DISEASES, NORTHWESTERN 


UNIVERSITY MEDICAL SCHOOL, ETC. 


Mr. President and Gentlemen:—It is with great diffi- 
dence, not to say trepidation, that I appear before you. 
When your honorable vice president came to me at the 
eleventh hour and asked me to say something to this poly- 
syllabic aggregation of brains and erudition, I was decid- 
edly panic stricken but, appreciating the compliment, ac- 
cepted with pleasure. I shall detain you but a very few 
minutes. 

The kinship of Neurology to ophthalmology, otology, 
laryngology and rhinology,is exceedingly close. The retina 
as you all know, is simply a bit of elaborated cerebral 
cortex on a long pedicle, and almost the same may be said 
of the internal ear. The hypophysis, snugly ensconced in 
the sella turcica, is a sort of cerebral tonsil—partly nasal 
epithelium, partly gray matter of the brain. The ophthal- 
mologist must know the optic atrophy and nystagmus of 
multiple sclerosis, and the neurologist the nystagmus of 
leucoma and the central scotoma of toxic amblyopia. How 
nearly a cerebellar tumor pressing on the restiform body 
may simulate aural vertigo with tinnitus and deafness, 
most of us have had occasion to observe, and disease of 
the frontal sinus may be hard to differentiate from abscess 
of the frontal lobes of the brain. The ataxia of erroneous 
visual projection, the dizziness of middle ear disease and 
the pavor nocturnus caused by adenoids must be known to 
the neurologist. Hysterical amaurosis, auditory atrophy, 
from tabes and the laryngeal crises of the same disease 

*Remarks made before the third annual meeting of the Western 


Ophthalmological, Otological, Laryngological and Rhinologieal As- 
sociation. 
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are familiar to his confreres, of the eye, the ear and the 
throat. In anatomical study, in pathological research and 
at the bedside, we have much in common and we may of- 
ten extend each to the other a helping hand. I am sure I 
never get into serious conversation with an eye or ear 
man without learning something I am glad to know. But 
occasionally there are encounters, when belligerency must 
be recognized. Of late years these have had to do largely 
with so-called reflex disturbances. That is, with rather 
definite nervous disorders, such as chorea and epilepsy, or 
isolated symptoms, such as localized pain or twitching, or 
general nervousness and the like, said to arise from local 
abnormity of the eye, ear or nose, without marked symp- 
toms referred by the patient's sensationsto these organs. 
My own experience is that the better neurologists and the 
better eye, ear and throat specialists really differ very lit- 
tle on the subject, but, in a general way, neurologists are 
reproached with not recognizing the importance of these 
local diseases in the etiology of the functional nervous af- 
fections, and in return the nerve men are apt to accuse 
oculists of narrow vision; of not knowing, and sometimes 


not trying to know much about the nervous affections 
they treat through the eye. I hopeI may be pardoned if, 
in this question, my leaning is rather toward the position 
of the neurologists, but I beg of you to believe that the few 
words following are not uttered in any spirit of criticism 
but simply in the way of a friendly chat on a subject of 
importance to us all. 


It would seem reasonable to assume, as a premise, that 
if the oculist is to attempt to relieve certain nervous man- 
ifestations by eye treatment, he should have a good un- 
derstanding of these symptoms in all their relations. For 
instance, it is manifestly not sufficient for him to know 
that headache is caused by astigmatism. He must also 
know that astigmatism may cause no headache, and that 
similar head-pain may be due to other causes. More than 
this, he should know what these other causes are, how to 
detect them and how to estimate their importance. Other- 
wise, he puts himself upon the plane of the apothecary 
who knows that phenacetin will alleviate pain and promptly 
serves it to every customer who complains of cephalagia. 
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That might be an easy plan upon which to practice oph- 
thalmology but it is unworthy of the medicine of this end 
of the nineteenth century. 

In handling functional nervous trouble, for instance, it 
is now incumbent upon the ophthalmologist to recognize 
the ‘‘neuropath’’, or neurotic individual. How shall he be 
known? First of all by the ancestors and relatives he 
keeps. Heredity may put altogether another face upon 
an apparently simple disorder. I have at present under 
my care a nervous and migrainous lady whose faniily his- 
tory reveals migraine in father, mother, the only brother, 
the only sister, and in herown two children, the youngest of 
whom is only 6 years of age. Obviously the congenital twist 
of the central nervous system in such a case cannot be ig- 
nored. But with the single exception of migraine, nerv- 
ous diseases are rarely inherited in kind; that is, the par- 
ticular affection of the parent transmitted to the child. 
The influence of inheritance is none the less paramount, 
and it is the inalienable right of every nervous patient to 
be kindly but closely questioned as to the occurrence in 
the immediate or collateral relatives of insanity, eccentric- 
ity, epilepsy, migraine, paralysis, inebriety, hysteria and 
nervous prostration or simply the nervous temperament. 
And please allow a practical physician to add that gen- 
eral inquiries are notoriously inadequate and that ‘‘nerv- 
ous prostration’’ covers a multitude of neuropathic sins. 
Time and again have categorical questions brought a neu- 
rotic taint to light after distinct negation of nervous kin- 
ship and ‘‘nervous prostration”’ has turned out to be 
anything from inocuous nervousness to paranoia and 
general paralysis of the insane. 

Even more important than the genealogical bough is, of 
course, the bent of the individual twig. This is nearly 
always clearly revealed by the life history if biographical 
details are carefully elicited. These, when obtainable, 
should begin with birth. Parturient asphyxiation or post- 
natal convulsions may mark the occurrence of cerebral in- 
jury which is later voiced in somatic or psychic imperfec- 
tions. Infantile convulsions, prolonged enuresis of child- 
hood, delayed teething, walking and talking, unsatisfac- 
tory or spasmodic progress at school, accesses of easily 
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provoked passion, and lack of harmony with other child- 
ren—these are all indices of more or less importance. A 
slowness in comprehending and accepting the ordinary 
moral obligations of civilized life is never to be passed 
over lightly. The boy who, in spite of good influences, is 
an incorrigible liar or thief, may not develop into a 
criminal, but he is liable in later life to be the prey of 
functional nervous troubles. 

Particularly must the physician be on the lookout for the 
self-centered individual who seems ordained to be pos- 
sessed by a conviction, but by a conviction born of emo- 
tional impressibility rather than of mature reflection and 
consecutive reasoning. This is the possibly brilliant per- 
son, ever in unstable equilibrium, who is the victim of his 
cerebrum. The history of such a patient may exhibit a 
kaleidoscopic succession of illnesses and recoveries; of 
apparently causeless prostrations and sudden cures; a 
motley mixture of symptoms referable to all organs and a 
queer combination of uselessness and admirable capacity, 
that stamp him with the die of psychic susceptibility. He 
is the pathologic weathercock, the constant sport of 
changing imperative conceptions. He is doomed to feel 
and suffer much, to indulge liberally in introspection and 
personal comparisons. 

Finally, the neuropath is brought to light by the exam- 
ination of himself. The ordinary marks of the imperfect 
man—often called stigmata of degeneracy—are to be 
noted. Among them, asymmetrical cranium or face, 
microcephaly, deformed dental and rfalatal arches, abnor- 
mal teeth and misshapen ears, are of the more important 
and easily detected. It has seemed to me that excessive 
associated movements should be classed with these. Neu- 
rotics are more apt than others to make grimaces when 
they talk. No one stigma is of much importance, several 
of them together always are. The deep reflexes are gener- 
ally very brisk and I believe an increase of the wrist-tap 
and jaw-jerk to be the most indicative of these, unless there 
be an indication of ankle-clonus, which is very positive ev- 
idence indeed. Fine vibratory tremor is frequent and 
a difficulty in shutting the eyes very tight, far from rare. 
In the essentially nervous person, pain is seldom unique. 
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If he have frontal headache, there will also be backache, 
or occipital discomfort, or distress in the epigastrium. In 
women, inframammary pain on the left side is almost the 
rule. If there be tenderness of the supra orbital nerve 
(which is never exquisite except in typical neuralgia) it 
will also be found over the suboccipital, and if the cerv- 
ical spine be sensitive to pressure, the lumbar region will 
not be exempt. 

To the rapid shifting of tender points I have often called 
attention. I think it of importance. Snch points are fre- 
quent in nervous people and the rapid shifting illuminates 
not only the character of the tenderness but also the gen- 
eral condition and tendency of the patient. Given a patient 
with a tender point, or a number of them, along the spine 
on the vertex, in the temple, or elsewhere, the sensitive point 
is first to be definitely located, and this can ordinarily be 
done with the exercise of a little care. By pressure with 
the rubber tip of a pencil, the tenderest spot is found and 
then compared with the surrounding area, to determine 
positively that it is more sensitive than the adjoining sur- 
face. As this procedure is carrried out it is not rarely ob- 
served that the hypersensitive point becomes more tender 
and the surrounding territory less so. The exact location 
where pressure is very painful having been settled, it is 
lightly marked with a pencil and the physician directs his 
attention to other parts; to the eyes, the heart, the throat 
—where you will. After a few moments he returns to the 
region of the tender point and examines for it again, tak- 
ing care not to press upen the marked place first, but upon 


points more or less adjacent to it. He will now find a 


tender point half an inch to four inches distant from the 
original tender place, and in definitely locating this second 
sore spot as he did the first one, the latter will be found to 
have disappeared. That is, the place previously marked 
isno more tender than its surrounding area. In other 
words, the tender point that was so exceedingly hyperalge- 
sic has shifted half an inch to four inches. Such shifting 
eliminates at once not only organic disease but a /ocal 
neurosis. It could be due only to abnormal action of the 
highest sensory centres of the cerebral cortex, or rather to 
a perverted psychic reaction to sensory stimulus, a state 
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of affairs that could not possibly be caused alone by local 
disease of the eye or nose. 

Possibly you may ask, ‘‘what is the use of all this to the 
eye or throat man?’ A great deal of use. First, the im- 
perfect and neurotic individual is naturally and actually 
the one who most frequently exhibits imperfections in the 
eye and nose. Second, these may be, and frequently are, 
simply coincidences and have no more etiologic relation to 
existing nervous symptoms than have the supernumerary 
teeth or crooked ears. Third, supposing that a low de- 
gree of refractive error or a sensitive turbinate acts as an 
irritant on an abnormally sensitive nervous system, cor- 
rection of the local abnormity is only the least part in the 
treatment of such a patient. Fourth, because such a pa- 
tient has this or that discomfort in eye or nose, it does not 
follow that there is local disease. That a person has per- 
iodical headache with scintillating scotomata, or even the 
scotomata without cephalagia, is no proof at all that the 
eyes are at fault. Fifth, as a matter of fact, the neuro- 
path is the person par excellence who wishes local treat- 
ment and who is not benefited thereby. When I say not 
benefited, I mean permanently; for he frequently exper- 
iences some temporary relief. Indeed, if treatment does 
not immediately make him worse, he is sure tc say that it 
does him good. But the inborn instability and impressi- 
bility is bound to assert itself to the confusion of the doc- 
tor and the despair of the patient. The latter is fertile in 
suggestion and faciie in change; as inconstant in results 
of treatment as he is in medical allegiance. In deciding on 
operative measures and in formulating a prognosis, I beg 
of you to beware of the patient who has passed through 
the hands of the ophthalmologist, the otologist, the laryng- 
ologist, the rhinologist, the gastrologist, the proctologist 
and the neurologist. 

Venetian Building. 





A CASE OF NASAL FIBROMA. A SUPPLE- 
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The original report of this case, made in 1888, was de- 
fective in not containing a detailed description of the mi- 
croscopic examination. Since then the occurrence of 
fibroma in the nose proper has been questioned by compe- 
tent pathologists, the opinion being held that so-called 
nasal fibromata are mere extensions into the nose from the 
border of the naso-pharynx where they commonly occur, 
or else that they represent ordinary edematous nasal 
polypi with perhaps more fibrous tissue than usual in their 
composition. Hence, it is felt that a supplementary re- 
port of this case is justified, more especially as the lapse 
of time has furnished additional information and clinical 
data. 

The following is an abstract of the case: 

Mrs. R., aged 39 years, came under my observation in 
1886, having had a nasal growth of unknown character 
removed from the left nasal fossa by means of forceps ten 
years previously. She remained well for five years and 
then again noticed gradually increasing obstruction, and 
later a dark reddish mass presenting at the left anterior 
nasal aperture. The left nostril was much distended, 
showing evidence of commencing frog-face and the fossa 
anteriorly was filled by a firm elastic tumor which pro- 
jected slightly from the anterior naris. There was no un- 
due prominence over the antrum of Highmore nor en- 
croachment upon the orbit or naso-pharynx. Efforts to 

*Abstract of a paper read before the American Laryngologieal 
Association, 1898. 
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include the neoplasm in a galvano-cautery snare failed on 
account of its size, tight fit and numerous adhesions; so 
the lower portion was slit up by the knife electrode, some 
adhesions separated in like manner, and a large section, 
perhaps one-half of the tumor, extracted by means of 
snare and forceps. 

The space left by the part removed now admitted of more 
extended examination. The left half of the external nose 
was decidedly more prominent than the right. The left 
fossa above the line of the inferior turbinated body was yet 
filled by a firm, elastic, irregularly lobulated neoplasm. 
No middle turbinated body was discernable, its position 
being occupied by tumor. The inferior meatus was now 
free, corresponding to the portion of the growth already 
extracted. The anterior two-thirds of the septum narium 
had been pressed far over to the right side, enormously 
increasing the capacity of the left fossa. The naso- 
pharynx was normal, only a faint outline of the tumor lo- 
cated well forward being seen through the left choana. 
The posterior part of the septum is in the median line. 

The remaining part of the growth was removed in re- 
peated sittings by means of the galvano-cautery steel 
wire snare. Usually it was necessary to make a prelim- 
inary incision into the substance of the tumor with a 
knife-electrode in order to prepare a place for the wire, or 
by the same means to detach an adhesion, that the snare 
might take hold. The tumor was thus followed up to its 
primary attachment which extended along the horizontal 
plate of the ethmoid bone and included that part of the 
ethmoid which contains the cells and from which projects 
the middle turbinated bone, the latter having disappeared 
by absorption and the cells having opened into the general 
nasal cavity. In fact, since the complete removal of the 
growth the nasal fossa is like a great ovoid cavern with 
perfectly smooth walls. For some months thereafter it 
would incrust in the manner of atrophic rhinitis, but this 
annoyance gradually ceased. Eleven years have elapsed 
since the operation and the patient has remained free from 
recurrence, and devoid of any nasal disease or discomfort 
whatsoever. 

All parts of the growth removed were firm in texture 
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and had the gross appearance of a fibroma, not resemb- 
ling in the slightest degree the ordinary edematous nasal 
polypus. The microscopist reported it, to be a fibroma. 
Recently the tissue has been re-examined by Dr. Jonathan 
Wright who has kindly reported as follows: ‘*The sec- 
tions are largely made up of fibrous connective tissue 
whose outlines do not show very clearly, owing probably 
to the long time the specimens have been kept. I presume 
you are justified in calling the growth a fibroma, although 
there are a number of edematous areas in it as well as the 
evidences more commonly regarded as those of chronic 
inflammation. The longer I study nasal pathology the 
harder I find it to draw the line between inflammatory and 
true benign tumors, and the more inclined I am to be- 
lieve that that line is a very arbitrary one and really 
should have no existence, as benign neoplastic growths 
are, I believe, all the result of chronic inflammation or 
analogous metabolic processes.”’ 

The interesting question relative to the pathogenesis of 
benign neoplasms, fibromata among others, which is raised 
in the latter part of Dr. Wright’s report, will not be fol- 
lowed further at this time; the point which it is designed 
to establish being, that in its clinical course, macroscopic 
aspect and microscopic structure this nasal neoplasm cor- 
responds with our usual conception of a fibroma. 

Against the supposition that it might have been an ordi- 
nary mucous polypus perhaps with more fibrous tissue than 
usual may be mentioned, that the patient has not then nor 


since presented any of the frequent concomitant conditions 


of mucous polypus, such as hypertrophic rhinitis polypoid 
degeneration of the middle turbinated bodies, ethmoiditis, 
sinusitis, asthma, hyperesthetic rhinitis, multiple forma- 
tion or recurrence. 

Very few perfectly authentical cases of nasal fibroma 
are recorded. Morell Mackenzie reports one of two years 
duration in the person of a female aged 35. <A peduncu- 
lated solid growth, microscopically composed of closely 
interlaced whitish fibers, originated from the root of the 
nasal fossa well within the nasal cavity. The same author 
cites two other cases, both devoid of microscopical exam- 
ination, but one of them was demonstrated at the autopsy 
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to have been attached at the posterior part of the vault of 
the left nasal fossa, was firm, elastic, and on section 
seemed to be of purely fibrous structure. Kempf and Bu- 
chanen, cited by wagner, each report a case of probable 
fibroma. They both originated from the septum, were of 
large size and had the gross appearance of fibromata. 
Dr. Charles H. Knight has described a smooth movable 
tumor attached to the posterior end of the inferior turbi- 
nated body which under the microscope proved to bea 
pure fibroma. Horne records a case, of traumatic origin, 
in a woman aged 70, attached to the septum. In Price 
Brown’s ease the very vascular fibroma originating from 
the side of the septum posteriorly seems to have en- 
croached somewhat upon the naso-pharynx, inasmuch as 
it formed attachment also to the anterior border of the 
tuber of the eustachian orifice. Crighton reports two 
cases, one attached to the septum at the junction of the 
middle and posterior thirds of the nasal fossa, the other 
attached apparently to the ethmoid. Both were declared 
to be pure fibromata. 

Without pretensions to an exhaustive research, I have 
thus collected eleven cases from recent literature. A few 
of these are imperfectly recorded, but enough remains to 
indicate that while rare, the occasional occurrence of gen- 


uine fibroma in the nose proper should no longer be ques- 
tioned. 





OTHAEMATOMA AND CHRONIC PERICHONDRITIS 
OF THE AURICLE.* 


By JOHN O. MCREYNOLDS, B. Sc., M. D., 
DALLAS, TEXAS. 


Before an association like this, composed of men so 
thoroughly acquainted with all the ordinary problems of 
otology, | would consider it without excuse to reiterate 
the principles already established beyond dispute, or to go 
over, in detail, the diseases so commonly found in the 
practice of our daily lives. But if you will bear with me, 
I will briefly report two illustrative cases of twosimilar af- 
fections which, in my experience, have been exceedingly 
infrequent, and judging from the very few recorded cases 
in literature, my own observation has been no exception to 
the rule. Indeed, my purpose shall in great measure be 
accomplished, if the recital of my own cases will succeed 
in calling forth thereports of similar unpublished data that 
will lead to a more thorough knowledge of these condi- 
tions with regard to their causations, pathology, clinical 
history and treatment. 

The first case which I shall describe, is one at present 
under my care, and it exhibits the characteristic features 
of a chronic perichondritis of the auricle of traumatic 
origin. The patient, Mr. L. W., 20 years of age, and of a 
good history as to general health, was thrown from a bi- 
cycle during a race in Kansas, on August 5, 1897, and re- 
ceived a slight wound on the upper portion of the auricle 
near its attachment. The wound was dressed without due 
regard to the established aseptic methods, but it healed 
after a few days so that the patient was led to expect no 
further trouble. There soon developed in the upper part 
of the pinna a moderate swelling, which gradually ex- 
tended downward, until finally, after the lapse of a few 
months the entire cartilaginous structure of the ear be- 
came involved, resulting in an enormous enlargement of 


*Read before the American Rhinological, Laryngological and Oto- 
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the ear in all diameters, with complete closure of the ex- 
ternal canal. The tumor was dark red in color, nodulated 
in form, very painful upon pressure, somewhat elevated in 
temperature and presented its greatest prominence on the 
anterior surface of the ear, obliterating first, the fossa of 
the helix, and subsequently also the fossa of the concha, 
and later still, the external meatus. The auricle was in- 
creased to many times its normal diameter, and it stood 
out from the head after the fashion suggested in the comic 
pictures of the ‘‘Yellow Kid.’’ There were no constitu- 
tional manifestations worthy of note, and the patient was 
never compelled to surrender his accustomed vocation. 
At one time the inflammation was so intense and so exten- 
sive that it suggested the danger of erysipelas, and appro- 
priate treatment was instituted to prevent such an occur- 
rence. 

Without entering into the details of the management of 
the case, I will briefly to those measures which, in my 
judgment, were most efficient. 

The medical treatment consisted in the administration 
of the tincture of the chloride of iron, the liberal use of the 
iodides internally, and the local employment of antiseptic 
solutions, followed by applications of a glycerine solution 
of iodine and iodide of potassium. The surgical treatment 
consisted in aspirating the subperichondrial space which 
resulted in securing a certain amount of bloody serum 
without producing any change in the size of the tumor. 
This was followed by very liberal incisions throughout the 
regions involved, in order to facilitate the thorough re- 
moval with a curette of all the morbid material between 
the cartilage and the perichondrium. The wounds were 
kept well drained by antiseptic gauze carefully introduced 
every day by my assistant, Dr. D. E. Seay. This mater- 
ial was examined very carefully by Drs. Shelmire and 
Smart, of Dallas, and also by Dr. Brooks, of New York, 
and was found to be composed of elements entirely sim- 
ilar to that of a small round-celled sarcoma or granulation 
tissue. The following is the report of Drs. Shelmire and 
Smart: 

“The growth sent for examination is composed chiefly of 
granulation tissue, in some portions infiltrated with pus 
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cells—inflammatory. In many places, and covering large 
areas, there are hemorrhagic deposits. Some sections 
show the perichondrium separated from the cartilage by 
these effusions of the blood. Both cartilage and peri- 
chondrium show inflammatory changes. While there are 
some portions which are suspicious of a sarcomatous na- 
ture, we are inclined to the opinion that the growth is be- 
nign.”’ 


The gradual and protracted progress af the trouble, to- 
gether with the microscopical examination might arouse 
the suspicion of malignant growth, but the other charac- 
teristic clinical features of the disease were sufficiently 


clear to justify the diagnosis and treatment of chronic per- 
ichondritis of the auricle, instead of the graver prognosis 
and more radical procedures belonging to sarcoma. And 
thus we shall be able to save, with very little deformity, an 
ear which otherwise might- have been sacrificed without 
cause. 

The second case, Mrs. H. of Terrell, Texas, presented 
considerable interest. The ear first became involved while 
on a visit in Fort Smith, Arkansas, in August, 1893. It 
began with swelling and intense pain in the external audi- 
tory canal. It developed in connection with acute rhinitis, 
and this fact, together with the severity of the pain, led 
the patient to suspect otitis media. But the pain in a few 
days subsided, without any discharge of any kind from 
the ear, leaving the patient, however, entirely deaf in the 
affected ear. She then returned to her home in Terrell, 
Texas, and was seized with a second attack, more severe 
than the preceding. She called in her family physician, 
who lanced the ear repeatedly, from time to time, without 
producing any marked relief and without reaching any 
distinct purulent accummulation, but only a slight amount 
of yellowish fluid mingled with blood. The tissues below 
and in front of the ear appeared soft and swollen, so her 
physician, who is a very competent man, lanced in this 
situation also, but without the desired result. From this 
latter wound there developed a kind of fistula which com- 
municated with spaces within the substance of the auricle, 
and around the external opening of this fistula there grew 
a little mass of granulation tissue. Soon after this second 
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attack, in which the external auditory canal was the part 
principally involved, there began two separate little tu- 
mors on the anterior aspect of the pinna. I saw the pa- 
tient for the first time about three weeks after the appear- 
ance of these tumors, which had then coalesced, and then 
presented a large, dark, bluish, slightly nodulated tumor, 
involving the greater part of the auricle, especially the an- 
terior surface of the concha. The tumor was associated 
with a considerable degree of pain and tenderness, it was 
of recent and rapid development, the ear had been prev- 
iously healthy, and the general condition of the patient 
was good. Upon a close study of the history of the case, 
as well as a careful examination of the tumor itself, I be- 
came convinced that it was a case of that rare condition 
known as chondromalacosis, or hematoma auris, as it was 
called by the oldest writers. Accordingly, I made a free 
curved incision all along the entire extent of the tumor 
and including the fistulous opening below the lobule. I 
then curetted out thoroughly the cheesy gelatinous con- 
tents of the tumor and found that there was marked de- 
struction of the cartilage in certain places, which after- 
ward led to the characteristic deformity when it healed. 
Now, the histological character of that little mass of gran- 
ulation tissue about the fistulous opening was identical 
with that of round-celled sarcoma, and adiagnosis of sar- 
coma would have led either to the entire removal of the 
auricle, with such other adjacent structures as were in- 
volved, or to the absolute withholding of all surgical 
measures for relief. But the diagnosis of chondromala- 
cosis led to the less radical operation, which preserved the 
external ear, with slight deformity, it is true, which al- 
ways follows when there is any positive destruction of the 
cartilage itself. 





PRIMARY EPITHELIOMA OF THE ANTRUM OF 
HIGHMORE, WITH HISTORY OF A CASE, 
AND TWO CAMERA LUCIDA DRAWINGS.”* 


By WENDELL C. PHILLIPS, M. D., 
NEW YORK. 


Tumors of the superior maxillary bone have attracted 
the observation and taxed the skill of surgeons for many 
years. In the earlier years, all tumors in this region were 
supposed to originate in the antrum of Highmore—even 
those that we now know to be primarily located elsewhere. 
Primary sarcoma of the antrum is not so rare, and it 
would seem that the earlier observors did not carefully 
differentiate between sarcoma and epithelioma. A care- 
ful research of literature has brought to light a few au- 
thentic cases of primary epithelioma of the antrum. Short 
abstracts of these have been made. 

Morel states that epitheliomata may originate under the 
periosteum or in the spongy portion of the maxillary bone, 
or they may originate in the antrum, starting in the. epi- 
thelial layer covering the mucosa, or in that lining the 
glands. He cites no cases. Reclus reports two cases 
operated upon by M. Verneuil. Englisch reports one of 
epithelial carcinoma in the antrum. Verneuil and de 
Gaetano each report one case, as well as Reinhard. 

The case reported by Dr. Phillips, is as follows: 

J. G., German, 58 years of age, came under treatment 
March 7, 1897; is of heavy build and ruddy complexion, 
weighing 215 pounds. Has always drank beer and light 
wines, and used tobacco. Six years ago remembers hav- 
ing had pain in the region of the right antrum; several 
teeth in the right upper jaw which were in a state of de- 
cay, three years previously had been extracted. The pain 
had continued, and one and a half years later an opening 
had been made into the right antrum through the alveolar 


~ *Abstract of eed read before the American Rhinologieal, Laryn- 
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process, through which opening there had never been 
much discharge of pus or blood. This opening had never 
closed. Four months ago, he noticed a growth around 
this opening, which had rapidly increased in size. There 
was found to be a large cauliflower-like excresence pro- 
jecting from the alveolar opening. It was about two 
inches long from before backward, and three-quarters of an 
inch broad. It appeared to be a large mass of granula- 
tion. Careful examination revealed a pedicle which ex- 
tended into the antrum, and which bled when touched 
with a probe. There was asensation of fulness, with 
some pressure in the region of the antrum, but no external 
swelling or bulging, and no severe pain. Transillumina- 
tion revealed a dark area over the entire region of the an- 
trum. There wasno glandular enlargement. The nasal 
cavity upon that side was quite normal—no polypi, no ex- 
cessive secretion. The eye did not protrude, and was 
normal in every way. Believing the growth to be made 
up of polypoid or granulation tissue, he was informed that 
an operation wonld be necessary for its removal. The op- 
eration was performed at the Post-Graduate Hospital, 
March 15, 1897, under ether. The large protruding mass 
was removed by a cold wire snare, after which a probe 
was passed into the antrum, which was found to be com- 
pletely filled with the same kind of tissue. The opening 
was enlarged by means of curettes and gouges, until large 
enough to admit the finger, and the entire mass was re- 
moved. Hemorrhage was excessive. Special pains were 
taken to curette every portion of the antrum, and the large 
opening made it quite possible for this to be accomplished. 
There was no indication of extension of the disease into 
adjacent tissues or sinuses. The cavity was thoroughly 
cleansed with bichloride solution, and carefully packed 
with iodoform gauze. The patient made an uneventful 
recovery, and after about six weeks the packing was dis- 
continued and the wound allowed to close up. From this 
time to March 14, one year after the operation, he has 
been examined once a month. There are now no vis- 
ible signs of recurrence, no pain or tenderness, nor gland- 
ular enlargement, and no loss of appetite or flesh. His 
weight is now 218 pounds. The opening into the antrum 
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is still entirely closed; the eyesight is good, and there is 
no fetid or purulent secretion. 

Microscopical examination of the growth was made by 
Dr. Jonathan Wright, and it was found to be an epithel- 
ioma. That the growth was primarily from the antrum 
there could be no doubt. Its gross appearance was cer- 
tainly unlike epithelioma which, together with the fact, 
that primary epithelioma of the antrum is almost unknown, 
had led to the diagnosis of a benign growth. Dr. T. M. 
Prudden also examined the slides, and entirely coincides 
with the views of Dr. Wright. 

Two camera lucida drawings were exhibited, the first 
showing the region where the epithelial joins the edema- 
tous portion of the growth; the second, being a high- 
power drawing, showing the infiltration at one point of the 
epithelial cells into the edematous tissue. That there has 
been no recurrence is probably due to the apparent incip- 
iency of the growth, enabling its thorough removal. The 
polypoid degeneration of the mucous lining of the antrum 
had, no doubt, existed fora long time. Had there been 
extension into the adjacent sinuses, especially the eth- 
moidal and sphenoidal regions, or had the bony walls of 
the antrum become infiltrated or destroyed, or had there 
been extensive glandular enlargement, with a cachectic 
diathesis, the results would, no doubt, have been very dif- 
ferent. By thorough removal of the entire mass, how- 
ever, it is to be hoped that all traces of the epithelioma 
have been obliterated. And the absence of recurrence 
after one year and two months have elapsed, would seem 
to bear out this conclusion. © The large opening, allowing 
such curettment, is also believed to have contributed to the 
successful termination. 





REPORT OF A CASE OF MASTOIDITIS WITH 
OPERATION, FOLLOWED BY UNUSUAL 
COMPLICATIONS.* 


By H. W. Wooprurr, M. D., 


PROFESSOR OF OPHTHALMOLOGY IN THE CHICAGO EYE, EAR, NOSE 
AND THROAT COLLEGE, AND ASSISTANT SURGEON AT THE ILLI- 
NOIS CHARITABLE EYE AND EAR INFIRMARY. 


JOLIET, ILLINOIS. 


I report the following case of mastoiditis, not for the 
sake of this condition in itself or on account of the oper- 
ation, although this subject is always of greatest interest 
to the aurist, but on account of certain symptoms which 
began to manifest themselves with considerable severity, 
twelve days after the operation, indicating the possibility 
of an otitic meningitis, caused by the suppurative process 
in the ear itself, or by infection at the time of operating, 
or from the subsequent dressing of the wound. The 
further course of the case, however, shows that these 
symptoms may have been part of a coincident disease. 

On March 14, 1897, a railroad brakeman, 38 years old, 
came to my office, complaining of great pain in the right 
ear, which followed a cold contracted by exposure, two 
weeks previously. There had been very intense pain in 
the ear and region of the mastoid for nearly two weeks. 

An examination showed a slight discharge of pus and 
considerable tumefaction of the anterior mastoid wall. so 
that the drum head was not visible. There was tender- 
ness to deep pressure over the mastoid, with some edema 
also, but no fever waspresent. The ear was cleansed as 
well as possible, and sterilized gauze inserted for better 
drainage. Ice was ordered to be applied to the mastoid, 
and a saline cathartic administered. 

The patient was not seen for two days. He then pre- 
sented himself with all of the above symptoms accentu- 


—————— ne ee 
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ated, and was at once sent to the hospital, where the 
operation was performed. Some pus flowed from the first 
incision from a sinus in the soft tissue of the posterior wall 
of the meatus, but the operation was continued with gouge 
and mallet untilthe antrum was reached. 

Through this opening the middle ear was washed out 
with a bichloride of mercury solution 1 to 3000. The 
wound and external meatus were carefully dressed with 
iodoform gauze, cotton, and bandage applied. 

The patient had a restful night, entirely free from pain 
or fever. He remained in bed a few days, and then was 
allowed to sit up and walk about his room. He continued 
to improve rapidly and there was but little discharge from 
the wound, which was now being dressed with gauze, with- 
out irrigation. 

On March 26, at 5 o’clock in the afternoon, twelve days 
after the operation, I was called to the hospital by tele- 
phone and found him with a temperature of 101 degrees, 
and the pulse 98. Up to this time he had not developed a 
degree of fever, and had said in the morning that he felt 
as well as he ever did. He had vomited several times. 
There was a hyperasthesia of the scalp, so that the hair 
was painful to the touch. 

He complained of pain about the mastoid and side of the 
head, extending down the neck. He was quite nervous 
and was startled when the door was opened or closed. The 
right pupil was slightly dilated. 

Fearing that these symptoms were due to infection from 
retained pus in the mastoid near vessels leading to the 
lateral sinus, or about the sinus itself, I resorted to careful 
irrigation with bichloride solution, but there was very lit- 
tle discharge. A cathartic of magnesia sulphate was or- 
dered. On the following morning he was apparently as 
well as before. No fever, pain or headache, was present. 
He was kept in bed and as quiet as possible, and did not 
have any temperature above 100 degrees for three days, 
although the nervous symptoms remained, with headache 
and nose bleed at night. Then there began a gradual de- 
velopment of all of these symptoms, the temperature 
reaching in the evening 100, 101, 102, 103 and 104, with 
morning remiss‘ons. 
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There was nosebleed every night; at times quite pro- 
fuse, and very severe frontal headache on the right side, 
also only at night. There was pain about the ear and in 
the neck. He became depressed and anxious, but his 
mind was at all times clear, and there was at no time any 
motor disturbance. 

On the night in which his temperature reached 104 de- 
grees, an eruption was discovered on his face and hands. 
a few macules and papules. An examination the follow- 
ing day showed the skin of his body and also the scalp 
involved with macules, papules and vesicles, many of 
which in twenty-four hours became large pustules. He 
was in the typhoid state, with low pulse, high temperature. 
The tache cerebrale and subsultus tendinum were well 


marked. 

Dr. W. B. Stewart was called in consultation, and on 
the strength of the pustular eruption, which was now well 
marked over the entire surface of his body, and enlarged 
cervical glands, a diagnosis of syphilis was made. Be- 
ginning at noon he was given iodide of potash in five 


grain doses every two hours, and this night his temper- 
ature reached only 103 degrees. The next day I put him 
on the mixed treatment, and his fever reached only 101 
degrees. On the next day he was free from fever and his 
improvement was from this time uneventful. The dilata- 
tion of the right pupil lasted for several weeks and was 
still noticeable when he left the hospital, on April 26, forty 
days from the date of his admission. 

I cannot doubt that some of these startling phenomena, 
perhaps all of them, were due to syphilis. The symptoms 
of meningeal inflammation, such as the dilatation of the 
pupil of the right eye, the hyperesthesia of the scalp, the 
headache, the fache cerebrale and general nervous condi- 
tions, we should naturally attribute to extension of the in- 
flammation from the middle ear or mastoid to the menin- 
ges, but the presence of the pustular eruption required 
further explanation. Careful questioning elicited no his- 
tory of syphilitic infection. The man had had gonorrhea 
several years before. He was in the habit of smoking 
borrowed pipes, but never knew of a sore on his lip. Dur- 
ing the secondary stage of syphilis there may be high 
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temperature preceding the eruption, as high as 104 de- 
grees having been reported, with severe headache and 
nosebleed at night. An actual gumma may have been de- 
veloping beneath the site of the operation, which would 
have been sufficient to cause the pain, hyperasthesia, and 
irregular pupils, or what is more probable, there may have 
been an acute syphilitic meningitis without any gumma. 

I do not believe that the rapid decrease in the temper- 
ature was due entirely to the administration of the potash, 
as the eruption had doubtless reached its height, and at 
this time the temperature began to subside as in eruptive 
fevers. All traces of the eruption had disappeared in 
about one month from the time they were first noticed. 

The pupil was slow in becoming of normal size, and the 
tenderness above the ear lasted for several weeks, and it 
was not until a month after leaving the hospital that the 
mastoid wound was healed. 





HEMORRHAGE OF THE LARYNX, WITH CASES.* 


By HOWARD S. STRAIGHT, M. D. 
CLEVELAND, OHIO. 


CASE I.—In February, 1898, an Englishman, aged 37 
years, was referred to me for examination of the throat. 
Fourteen years before coming under observation, and 
while living in England, he had had a marked expectora- 
tion of blood that lasted two or three days and then 
ceased. Fora few months following, he expectorated at 
times small quantities of blood. At this time his general 
health was in no respect affected, either before or follow- 
ing the hemorrhage. For seven years he had no recur- 
rence of hemorrhage. About this time he came to this 
country. Seven years before coming under observation, 
he had a recurrence of the hemorrhage, and during the 
next four years he had hemorrhages at intervals varying 
from a few weeks to afew months. For three years be- 
fore coming under observation he had been much worse 
than at any other period of equal length during fourteen 
years. In December, 1895, after taking a severe cold, he 
had had a very profuse hemorrhage lasting for a number 
of days. For three weeks before his visit to me, he had 
an almost constant slight hemorrhage, being able to 
raise small masses of blood at almost any time by clear- 
ing his throat. This was especially true on rising. The 
patient was a strong, healthy, rosy-cheeked Englishman. 
At no time during the fourteen years since the occurrence 
of the first hemorrhage, had he lost flesh or strength or 
suffered in any way as to his general health. His family 
history was perfect. He had never suffered in any way 
from catarrhal troubles of the upper air passages or 
larynx. His hemorrhages occurred, without having any 
special reference to having a cold at time of bleeding. 
He gave no history of other hemorrhages. A general ex- 
amination revealed nothing abnormal. Observation as to 
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the pulse and evening temperature revealed nothing ab- 
normal. An examination of his upper air passages re- 
vealed a slight hypertrophic rhinitis only. An examina- 
tion of his larynx revealed a general engorgement of the 
blood vessels of the larynx, the epiglottis, and base of the 
tongue. No bleeding point could be detected, although he 
had expectorated quite a little blood within a few hours 
before his visit to me, nor could I detect any bleeding 
point within the next two months, although he had a num- 
ber of slight hemorrhages. One Monday morning, after 
singing at church the night before, he had quite a pro- 
fuse hemorrhage, but no bleeding point could be detected, 
although I saw him in the middle of the forenoon. At the 
first visit I sprayed his throat with a weak solution of ni- 
trate of silver. This treatment was repeated at first daily, 
and after three or four daily treatments, every second day 
for a shorttime. The improvement as to expectoration of 
blood was immediate. Also the engorgement of the blood 
vessels was improved after a treatment or two. The re- 
appearance of this engorgement of the vessels was no- 
ticeable after having sung in church, and the occurrence 
of the sharp hemorrhage the following morning. Upon 
continuance of the treatment as outlined, with rest of his 
voice and a slight cauterization of the lower turbinated 
bodies, the hemorrhage promptly disappeared, and after 
continuing this treatment for three weeks, I gave him a 
two per cent. solution of nitrate of silver to use as a laryn- 
geal spray night and morning, and told him to report if he 
had more trouble. For two months he has had no hemor- 
rhage whatever. From his history I believe that his hem- 
orrhages were from the free surface of the larynx or ad- 
joining parts of the throat, and that at no time had the 
hemorrhages occurred subcutaneously. 


CasE II.—In 1895, a man aged 35 years, consulted me as 
to the origin of hemorrhages—expectoration of blood— 
from which he had suffered at times for sixteen years. 
His first hemorrhage had occurred when he was 19 years 
af age, afterasharprunforatrain. From this time un- 
til his visit to me he had recurrences of expectoration of 
blood at intervals, varying widely in length. He had 
never had a profuse hemorrhage. He had been sent to 
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Colorado because of his hemorrhages, but with no benefit 
to his general health—as he gave no history of depressed 
health at any time during the sixteen years—nor to his 
hemorrhages. His history gave no evidence of tuberculo- 
sis, hematophilia, or troubles similar to that from which 
he was suffering, in other members of the family. He 
also had never had other hemorrhages or hemorrhoids, 
nor did he have enlarged veins of the leg. His general 
health had always been good. A careful general exam- 
ination revealed nothing abnormal. He never had any 
rise in temperature while he was under observation—a 
period of eighteen months. An examination of his upper 
air passages revealed nothing abnormal. An examina- 
tion of his larynx revealed nothing except a bleeding 
point—a minute ruptured blood vessel, in the anterior 
third of the left vocal cord; I could watch the blood as it 
flowed down the cord and into the posterior part of the 
larynx. I kept him under observation for eighteen 
months, and saw him a number of times when suffering 
from hemorrhage. The hemorrhage alwayscame from the 
vocal cords, and the bleeding point could always be de- 
tected. At no time while under my observation, or at 
other times, as far as his history revealed, had he suffered 
from a sub-mucous hemorrhage. This patient I treated 
with a spray of ferric alum. I nevercould decide if it had 
any special influence on the case, either in arresting the 
hemorrhage after it started, or in preventing a recurrence. 
The hemorrhage usually lasted from one to three days, 
and recurred at varyingintervals. It did not seem to be 
connected in any special way with taking cold. The pa- 
tient had never suffered from any throat trouble, outside 
of the time of hemorrhage. The patient was always anx- 
ious as to his condition, and, in spite of my assurrance to 
the contrary, he could not be persuaded that these hemor- 
rhages were of little importance. In the spring of 1897 he 
went to New Mexico. He went because of his own fears, 
and not upon my recommendation or that of his family 
physician. After being in New Mexico for six months he 
died from a profuse hemorrhage from his larynx. At no 
time during the six months’ stay in New Mexico had he 
suffered loss of flesh or strength, night sweats, cough or 
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expectoration, gastro-intestinal disturbances, or any other 
symptom of tuberculosis. 


REMARKS ON CASE I. 


Although no bleeding point in this case could ever be 
discovered, there is no good reason to believe that this 
case was other than a laryngeal hemorrhage. The pro- 
fuse hemorrhage from which he suffered in England and 
the very profuse hemorrhage from which he suffered two 
years before coming under observation, was undoubtedly 
due to a ruptured blood vessel. The chances are that the 
slighter hemorrhages from which he had repeatedly suf- 
fered, were due to a diapedesis from the blood vessels. 
The general engorgement of the blood vessels of the mu- 
cous membrone of the larynx and adjoining parts of the 
throat, the prompt improvementof this engorgement under 
astringents, as well as the prompt disappearance of the 
hemorrhages from local treatment only, the reappearance 
of the hemorrhages after using the voice in singing, all 
argue strongly in favor of the diagnosis. The absence of 
disease of the lungs also leaves little room for doubt as to 


the source of the hemorrhage. 


REMARKS ON CASE II. 


The detection of the bleeding point on repeated occa- 
sions, leaves no doubt as to the diagnosis in this case. The 
history of the patient before coming under observation, 
the history after passing from observation, the evidence 
acquired during the eighteen months while under observa- 
tion, all substantiate the diagnosis of uncomplicated 
hemorrhage from the larynx. The manner of death was 
unusual. Authorities state that there is no case on record 
of death from laryngeal hemorrhage. I see no other ex- 
planation possible in this case, yet I confess that it seems 
impossible that any one of the laryngeal vessels when 
ruptured should furnish blood sufficient to cause death. 
An expectoration of blood in any quantity has its source 
ordinarily from some part-of the pulmonary tissues. It is 
easy enough to tell a patient that the blood comes from 
the throat, if upon examination of the chest no marked 
lesion is found. However, I am very certain that the 
source of the hemorrhage is pulmonary, even in the ab- 
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sence of marked lesion. I remember distinctly a case of 
pulmonary hemorrhage in a boy aged 18 years, who pre- 
sented himself to me within a few hours after the occur- 
rence of a sharp expectoration of blood. His history for 
the last few weeks was negative. He had lost no flesh or 
strength to his knowledge, nor had he suffered from gas- 
tro-intestinal distutbances. His evening temperature was 
98.5°, and his pulse 90. A careful auscultaatory examina- 
tion of his chest, revealed only transference of heart 
sounds at the left apex and a patch of subcrepitant rales. 
I kept the patient under observation for a number of 
months. During the next six weeks the physical signs at 
the left apex became more marked in spite of treatment 
and in spite of great improvement in his general condi- 
tion, although upon coming under observation he was not 
conscious of feeling less vigorous than usual. The phy- 
sical signs in this case were never marked. If, after the 
first examination of the chest and no marked lesion being 
discovered, the case had been considered a hemorrhage 
from the throat and the patient had been given general 
tonic treatment, or possibly no treatment at all, the case 
might have been considered as a hemorrhage from some 
portion of the upper air passages, and not as having had 
its source in the lungs. I surely have seen many such 
cases in the last twelve years. Whether the condition of 
the lungs responsible for such hemorrhage, is necessarily 
tubercular need not enter into this discussion. I believe 
that if a patient having expectorated blood in any quan- 
tity is watched, and his chest carefully examined at inter- 
vals for a few weeks or months after the hemorrhage, 
time will prove the hemorrhage to have been pulmonary 
in origin in the great majority of cases, although at the 
occurrence of the bleeding nothing special in the chest 
may have been detected. A laryngoscopic examination in 
such a case is, of course, of great importance, although 
in the absence of a bleeding point or a general engorge- 
ment of the blood vessels of the lower throat, a physical 
examination of the chest is of no less importance. 


Cases of laryngeal hemorrhage are rare. Authorities 
agree as to this point. That such cases do occur is surely 
certain. The hemorrhage may be from the free surface of 
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the larynx from the rupture of a vessel as in one of the 
cases reported, or it may occur as an extravasation into 
the submucous tissues. The hemorrhage can also arise as 
a diapedesis from the blood vessels. The term hemorrha- 
gic laryngitis, under which this form of disease has been 
designated, until more recent observation, is not a fortu- 
nate one. This term presupposes that the hemorrhage 
occurs as.a part of an inflammation of the larynx. Thisis 
not the case, necessarily, as the hemorrhages often occur 
while the patient has no inflammatory condition of the 
larynx. The disease may occur in patients of perfect 
health, and, as far as my observation goes, this has been 
the case. It is easy to understand how a hemorrhage of 
the larynx might arise in patients suffering from any or- 
ganic disease of the heart or blood vessels, the lungs or 
abdominal viscera. 1 confess, however, that I have never 
seen a case under such conditions. To decide the deter- 
mining cause in cases like those reported, is not easy. 
It seems to me that the explanation is only to be found in 
some abnormal condition of the blood vessels. Whether 
this pathological condition of the laryngeal vessels may be 
produced by any disease of the air passages above the 
larynx is a question that I think can be answered in the 
negative. There was no such explanation in the cases re- 
ported. The hypertrophic rhinitis was slight, and I at- 
tached little importance to its presence. If marked abnor- 
mal conditions of the air passages above the larynx had 
ordinarily anything to do in the etiology of such cases, 
their occurrence would not be sorare. The patient prob- 
ably possesses weakened laryngeal vessels with a tendency 
to rupture, and consequent hemorrhage. This view seems 
as reasonable as that certain patients should have a tend- 
ency to repeated nasal, uterine, vesical or hemorrhoidal 
hemorrhages. 
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(ILLUSTRATED. ) 


The philosophy of tympanic inflation is to accomplish 
one or more of the following objects: 

A. To secure ventilation of the tympanum. 

B. To remove abnormal secretions or discharges. 

C. To restore the normal air pressure in the tympanum. 

D. To correct the engorgement of vessels which is due 
to rarefaction. 

E. To promote the absorption of inflammatory products. 

F. To push out the abnormally retracted drum-head. 

G. To cause massage of the ossicles. 

While at the time of each inflation the intra-tympanic 
air pressure is temporarily more or less augmented, when 
the drum-head is intact, the ultimate result aimed at is to 
cause equalization of air pressure upon both sides of the 
drum-head. The conditions wherein tympanic inflation 
is indicated are various and may, in a general way, be 
classified as follows: 

A. Conditions of acute inflammation of different degrees, 
ranging to otitis media acuta, wherein the exit of the mid- 
dle ear is occluded through inflammatory swelling of the 
eustachian tube, and the tympanum becomes filled with 
fluid secretions. Pain, more or less pronounced, is a 
prominent feature of this condition. While it is plainly 
apparent that in this form of trouble drainage and venti- 
lation of the tympanum are what we principally desire, 


*Read before the Western Ophthalmie and Oto-Laryngologie As- 
sociation, at Chicago, April 8, 1898. 
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still the air douche, with intermitting impacts, as is given 
by Politzerization, frequently does not accomplish the re- 
sult aimed at, and, if strong enough to be successful in 
passing through the tube, may materially augment the 
trouble by driving the imprisoned secretions, which may 
have become muco-purulent, into the antrum and mas- 
toid cells. In any event, the sudden impact causes dis- 
comfort, and often expends its entire force upon the in- 


flamed tube without entering the tympanum, hence the 
results are unsatisfactory. With such an unfavorable 
showing is it to be wondered at that many otologists decry 


such practice, and favor an early paracentesis in order to 
drain the tympanic cavity? 

B. Chronic conditions of eustachian tubal catarrh, 
whereby the proper ventilation and drainage of the tym- 
panum are impaired, being manifested by more or less di- 
minution of hearing, with or without accompanying sub- 
jective symptoms. 

C. Chronic conditions of non-suppurative middle-ear 
catarrh, accompanied by more or less drum-head retraction, 
and an impaired ossicular mobility, varying in degree to 
actual sclerosis, subjective symptoms being always pres- 
ent. 

D. Suppurative conditions of the ear, whether acute or 
chronic, accompanied by perforation of the membrana 
tympani. 

Tubal catarrh and middle-ear trouble are so intimately 
related that one almost invariably accompanies the other. 
In the classification given, B covers those cases in which 
the tubal condition is the most prominent, and C those 
cases wherein it is of minor importance as compared with 
the middle-ear trouble. 

I have long been convinced that in the case of com- 
pressed air for the purpose of producing tympanic inflam- 
mation, the factor of dosage has not been given sufficient 
consideration. It is easily apparent that in the use of 
compressed air its physical properties may be varied as 
follows: 

1. Variations in pressure. 

2. Intermitting flow with infrequent or rapid breaks. 

3. Continuous flow. 
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4. Unmedicated air. 

5. Medicated vapors or nebule. 

6. Variations in temperature. 

With such a variety of physical properties it requires no 
argument to prove that in application its therapy can be 
proportionately extended. 

As these required differences of pressure and flow can- 
not be accurately obtained from a hand bag its use is not 
recommended, except as a makeshift in bedside practice. 
In order to be able absolutely to control the pressure, I 
have designed, for office use, an auxillary tank, as illus- 
trated in Fig. 1, which is provided with four valves, and 





Fig. 1. Auxiliary air-tank. 
has a capacity of about five gallons, which gives all the 
volume required for any one treatment. 

Beyond the auxiliary tank is another and larger tank, 
not shown in the cut, and containing air at a heavy pres- 
sure, of say 40 to 60 pounds. The strong pressure from 
the primary tank, is secured by opening valves A and B, 
valves C and D being meantime closed. As the air 
escapes through the cut-off the pressure is constantly reg- 
istered by the meter above. By opening the valve C the 
auxiliary tank can be stored to any pressure required, less 
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than the pressure of the primary tank, when the valve A 
is closed. Ifthe pressure in auxiliary tank is at any time 
found to be too high, it can be lowered at will by opening 
valve D, which allows of the rapid escape of the excess 
pressure, the meter meantime constantly registering the 
pressure remaining. In this way the volume of five gai- 
lons of compressed air, at any pressure required, can at 
any time be commanded, and, in its use, the first impactis 
no stronger than is the stream following. This tank, with 
the fittings, was made for me by Messrs. Frank and Kratz- 
mueller, of this city, who have also made the inflater 
shown in Fig. 2. 

In order to medicate the escaping air, when any volatile 
agent is being used, an improved Buttles inhaler can be 
employed, such as described in a recent number of the 
Laryngoscope.* I have just made a fnrther improvement 
in this little instrument whereby its simplicity is increased 
and its size decreased.t The illustration, Fig. 2, shows 


Fig. 2, Inflater-Inhaler (*/; size.) 


its use with a cut-off when doing middle-ear inflation 
without a catheter, but when the catheter is to be used the 
small extension A is first inserted into the hole in the na- 
sal end, and then lengthened with a very short piece of 
rubber tubing in order to soften the contact when pressed 
against the opening of the catheter after it has been prop- 
erly introduced. 

Prior to its use, the remedy indicated is placed upon the 
sponge which is inside the medicine chamber, and which 
is best done by dropping some through the opening in the 
oe Evolution of the Buttles Inhaler.’’—The Laryngoscope . April, 
897. 


t‘**Either a Pocket Inhaler or a Middle Ear Inflater."’,—New York 
Medical Record. 
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funnel-end, thereby avoiding the trouble of unscrewing 
the medicine chamber. In this way the instrument, after 
being prepared for use with the suitable remedy and at- 
tached to the cut-off, as shown in Fig. 2, can be allowed 
to hang over tne operator’s knee, being supported by the 
tube from the air-tank, and thereby leaving both hands 
free for the proper adjustment of both the catheter and 
auscultation tube. 

This instrument is made of hard rubber and serves for 
use with any remedy which will volatilize. The operator 
will find it convenient to be supplied with several of these 
inflaters, charged with the different medicines his prac- 
tice requires, in which case they can be numbered, (see 
Fig. 2) and thus easily told apart. One of the set should 
be made of metal, which can if desired, be heated, and 
with which can be used chloroform or ether. One of the 
worst defects of the old-fashioned Buttles instrument was 
the small opening, hence I have had the exit holes made 
of liberal size so that lack of volumn will not counteract 
the intensity, otherwise, with even sufficiently strong 
pressure, success might not be attained. 

For oily remedies and medicines which will not volati- 
lize, I am in the habit of using a hand nebulizer (see Fig. 
3) which I have previously described.* 

In office practice I use this latter device by preference in 
most cases wherein Politzerization is practiced, and even 
at times with the catheter, though, for use with the cath- 
eter, the inflater is the most convenient to use. With less 
than a 20-pound pressure some remedies will not nebulize 
nicely, hence another reason for my using the nebulizer 
chiefly in cases in which high pressure is permissible but, 
when it is elected to use the nebulizer with the catheter, 
it must first be attached to the cut-off and placed upon a 
low table within easy reach, until the catheter and auscul- 
tation tube are properly adjusted. At my office I have at- 
tached to my treatment desk a swinging shelf which is 
convenient for this purpose. The ordinary nasal tip is 
also displaced with a reduction tip, (see a. Fig. 3) the 
distal end of which is guarded with a small soft rubber ex- 


**A New Nebulizing Device.”’—Annals of Otol., Rhinol. and 
Laryngol., April, 1897. 
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tension, the same as in the case of the inflater. 

In all chronic non-inflammatory cases, whether suppu- 
rative or not, wherein the Eustachian tubes are sufficiently 
patulous to allow of inflation without the use of the 
eatheter, I believe that Politzerization is all-sufficient. 
It is pre-eminently the method of preference for child- 
ren, and in those cases wherein an occluded nasal pas- 
sage makes difficult the introduction of a catheter. The 


patient, if at all intelligent, can generally tell whether 


Fig. 3. Nebulizer with nose-piece size); a. Extension 
for use with the Eustachian catheter (2/; size). 
or not the middle ear is reached, though in case of doubt, 
by use of the auscultation tube, particularly with new 
patients, the physician can easily determine for himself. 
If inflation of one ear only is desired it can generally be 
secured by having the patient tightly occlude the opposite 
external auditory canal with the finger. While many 
cases are thus inflated with the greatest ease, others are 
rebellious, and tax one’s patience and ingenuity. In fact, 
with such cases, the catheter is often resorted to when 
with either a higher pressure, or by trying a variety of 
methods, the use of the catheter would not be found nec- 
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essary. In this class of cases, wherein no active inflam- 
matory conditions are present, 1 have often used as high 
as a 60-pound pressure, when a lesser pressure was not 
successful, during the employment of the following given 
methods. A 10-pound pressure is the lowest that has 
proven of service, it having been with a child. 

First method. Introduce nasal tip in one nostril, clos- 
ing the other; next direct the patient to close the lips fight, 
to blow out the cheeks, and swallow /ard, at which in- 
stant, by operating the cut-off, inflation can generally be 
accomplished if the air pressure is not toolow. If not suc- 
cessful, I proceed to the following: 

Second method. Introduce nose-piece in one nostril 
closing the other, and direct patient to open the mouth 
wide, and breathe through same, when, by operating cut- 
off intermittingly, inflation can be done. This will be 
found to be a splendid method for children. 

Third method. Introduce nasal tip in one nostril, leav- 
ing opposite nostril free; next have patient open mouth 
wide, breathing through same. Then operate cut-off and, 
as vapor or nebula is escaping from free nostril, close 
same quickly, fora second at a time, repeating several 
times ina minute. 

Fourth method. Introduce nose-piece in one nostril, 
closing the other, and direct the patient to cough hard, or 
hawk aswhen clearing the throat, and simultaneously oper- 
ate the cut-off. 

Through the assistance of these methods I am rarely 
compelled to resort to theearly method of having the pa- 
tient swallow water. 

The intermitting current, so universally employed, 
(which is erroneously called an air douche, as a douche 
implies constancy of flow) in addition to aerating the tym- 
panum helps to cleanse that cavity when suppurative with 
perforation, or else gives passive motion to, or massage of 
the drum-head and ossicles, when no perforation exists, 
and thereby tends to counteract the common tendency to 
retraction, the successive concussions pushing the drum- 
head out. 


Different degrees of tubal catarrh and stoppage in 
chronic n. s. cases require different degrees of pressure. 
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Some stand 60 pounds with no inconvenience, and I have 
no doubt but that selected cases would respond agreeably 
to 80, or even 100 pounds, wherein inflation with a 60- 


pound pressure by the Politzer method cannot be secured. 


I have not used higher than 60 pounds, as that has been 
the limit of my supply. Of course, it will be understood 
that the strong current is used only intermittingly by the 
Politzer method, and that the impacts are both brief and 
frequently repeated. 

The sudden impact of Politzerization in catarrhal condi- 
tions of the tube, acts upon the catarrhal secretions in the 
tube much as wind gusts act upon the falling snow, by 
producing drifts; hence, after the inflation, the hearing is 
often temporarily worse, though the eventual result is 
good, as, by the drifting of the secretion it is made to 
move, which is the first step toward its eventual escape in- 
to the post-nasal space. In this condition the continuous 
air current will often be found to give far better results 
than does the intermitting flow, though at times, the two 
methods can be alternated with advantage. One of the 
objections made against Politzerization in acute inflamma- 
tory conditions is, that the tubal secretions may b- blown 
into the tympanum. This objection will not hold good 
against the constant air current as, in its use, the return 
flow forces the secretions from the tube into the post- 
nasal space. Another objection made against inflation in 
such conditions, is due to the danger of infecting the tvym- 
panum by causing septic matter to enter that cavity, 
This danger can be further minimized by having the con- 
stant current consist of an antiseptic nebula in place of 
unmedicated air. 

In the more acute forms the tube may become stopped 
up through the hyperemia produced as a primary result of 
the intermitting inflations, hence, in such conditions. and 
progressively with the increased degree of inflamma- 
tion present, the force should be reduced, and the econtin- 
uous flow substituted in the place of the intermitting im- 
pacts. In acute intestinal obstruction the cpnditicn 
yields to an enema which gives constant pressure, while 
one operated intermittingly aggravates the trouble. 

By a continuous flow is meant a flow without breaks for 
10 or 15 seconds’ time. It is used only with a catheter and 





292 TECHNIQUE OF TYMPANIC INFLATION. 


20 pounds is generally the maximum pressure required, 
though at the earlier treatments, a beginning should be 
made with a lower pressure of, say, 8 to 10 pounds. Be- 
fore using the continuous current first intermit briefly, 
with the auscultation tube in use, so as to be sure that the 
catheter is properly engaging the opening of the Eustach- 
ian canal, and thereby avoid producing emphysema. 

The continuous flow is indicated in conditions of tubal 
catarrh wherein the hearing is temporarily made worse by 
Politzerization, and in inflammatory conditions of the 
tube wherein Politzerization causes pain, when the weak- 
est air pressure is employed which is strong enough to do 
inflation. 

For purposes of diagnosis the catheter is indispensable, 
though for after-treatments its use can be largely dis- 
pensed with in chronic cases, by following the Politzer 
method with the modifications already noted. With the 
occluded tube, or when the continuous flow is indicated, 
the catheter must be employed and, in order to be of the 
greatest value, should have combined in it the properties 
of small size with large bore, so as to, on the one hand, be 
easily introduced, and, on the other, allow of the free pas- 
sage of the air current. This combination is best obtained 
in the silver catheter. 

Conclusions: 

Tympanic inflation is indicated in all catarrhal condi- 
tions of the tube, with stoppage of same, whereby the ven- 
tilation and drainage of the middle-ear is impaired. 

Politzerization is the preferable method: 

A. In non-inflammatory conditions wherein the tube is 
sufficiently patent. 

B. In the treatment of children. 

C. When nasal deformities render the use of the catheter 
difficult. 

The catheter is required: 

A. When Politzerization is not successfully accom- 
plished. 

B. For purpose of diagnosis. 

C. When important that only one ear shall be inflated. 

D. When using the continuous air current. 

The continuous air current is preferable: 

A. When tubal catarrh is pronounced. 

B. When Politzeration produces discomfort. 

C. In acute inflammatory conditions. 

The intermitting air current is of particular value as a 
means of causing passive motion whenever there is a di- 
minished ossicular mobility, and should be as strong and 
rapid as can be comfortably borne by the patient. 

Columbus Memorial Building. 





A CASE OF RHINO-PHARYNGEAL FIBROMA WITH 
PROJECTIONS EXTENDING TO BOTH AN- 
TERIOR NARES. (CYSTADENOMA FI- 
BROMATOSUM VASCULOSUM.)* 


By HANAU W. LOEB, A. M., M. D., 
ST. LOUIS. 


The following case of rhino-pharyngeal fibroma I pre- 
sent by reason of the unusual growth of the neoplasm 
through both nostrils. Cases have been reported of fi- 
bromata extending in their growth through one nostril, 
into the antrum, into the cerebral cavity, into the pharynx, 
and into the other accessory sinuses, but so far as I have 
been able to observe, there is no record in literature of 
such a tumor growing through both nasal cavities and ex- 
tending anteriorly to both anterior nares. 

A. M., aged 13, first consulted me on October 16, 1892, 
being referred by Dr. Hugo Summa, of St. Louis. For 
three months the patient had been suffering from com- 
plete nasal obstruction which had evidently developed 
somewhat abruptly, as the patient gave no history of 
previous partial obstruction, However, before the total 
obstruction appeared, she experienced severe headaches 
which were persistent, and which affected the frontal re- 
gion. These headaches were,not increased by coryza, nor 
did they seem to be dependent upon a gastro-intestinal 
abnormality. There was no discharge from the nose; 
however, until several months before, crusts formed in 
considerable number and the masses were daily blown out 
of the nose. The sense of smell had been absent for three 
months, or since the total obstruction first appeared. 
There had been no aural or pharyngeal symptoms present. 

Three weeks before the patient consulted me, it was ev- 
ident that there was a growth at the entrance of both an- 
terior nares. 


‘Read before the American Laryngological, Rhinologieal and Oto- 
logieal Society, Pittsburg, Pa., May, 1898. 
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The family history was good; the parents being healthy 
and able-bodied Germans. Previous history was neg- 
ative. 

Examination revealed a large hard growth projecting 
from each nostril, almost filling up the entire vestibule. 
The outer wall of each nasal cavity was entirely invisible 
and the septum could barely be seen. Both portions were 
slightly movable and bled upon the slightest touch. 
Mouth, palate and pharynx exhibited nothing abnor- 
mal beyond what would result from oral respiration. The 


post-nasal mirror revealed a round, smooth pinkish mass 
filling the upper and anterior portion of the rhino-pharynx. 


Digital examination disclosed a hard smooth growth, 
about the size of a walnut, which seemed to straddle the 
septum, sending one portion through eachchoana. It had 
an evident attachment to the vault of the pharynx and 
was not movable. 

As a venture, and for diagnostic purposes, a portion was 
removed from the mass in each nasal cavity, by means of 
the writer’s electro-cautery snare. Dr. Summa, to whom 
the specimen was referred, made the following report: 

Sections made from different parts of the tumor kept in 
dilute alcohol and sent to me shortly after being removed 
by Dr. Loeb, gave such similar pictures that for the rec- 
ognition of the histological]. structure of the neoplasm, the 
description of one section will be sufficient. It is worth 
while to mention that there was a most pronounced blood 
supply in the mucous membrane spread over the new for- 
mation. The preparation of the specimen was performed 
by hardening in alcohol of gradually increasing strengths, 
and staining with hematoxylon and eosin. The two es- 
sential tissues of which the tumor is composed are, first, 
connective tissue, which in most places is characterized by 
being exceedingly poor in connective tissue corpuscles— 
only the tissue around the second chief structure is char- 
acterized by concentrically arranged fibrille with a 
greater number of ccnnective tissue corpuscles inter- 
spersed. In this place a small cell infiltration is a prom- 
inent feature. (See cut.) 

Second, the other chief structure represents glands 
which are characterized first by the large size of their re- 
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spective lumina; second, by being distinctly branched, 


and third, by being lined with several layers, sometimes 
as many as five, of epithelial cells with the cylindrical type 
predominant. 

The relative proportion between the glandular and the 
connective tissue was such that each formed about one- 
half of the tumor, so that from the standpoint of terminol- 
ogy, no objection can be made to calling the tumor either 
fibroma adenomatosum cysticum or cystadenoma fibro- 


matosum, and considering the large number of blood ves- 


sels in the more superficial layers of the neoplasm, itseems 
proper to speak of the tumor as a cystadenoma fibroma- 
tosum vasculosum. 

Following old lines, electrolysis was first used, with a 
sponge on the neck or face and a needle inserted into the 
tumor. Throughout the treatment, the negative pole was 
used for application to the growth, as it was found that 
hemorrhage was less abundant after its use than when the 
positive pole was brought into requisition. This plan of 
treatment was continued every other day from October 24 
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to November 4, eight cells of a Waite and Bartlett dry 
chloride of silver battery being used at first, and later this 
was increased to twenty. The result of this course was 
but slight decrease in the size, however, there was evident 
diminution in the tendency to bleed. It was accordingly 
determined to resort to excision. On November 6, 20, and 
27, and December 4, masses varying in size from a pea to 
a large filbert, were removed by means of the writer’s 
electro-cautery snare. After this, electrolysis in greater 
quantity (35 cells) was administered until January 6, 
1893, subsequent to which time sections of the growth 
were removed by means of the electro-cautery knife. 

On November 27, 1893, she was discharged with no ev 
idence of any remaining portion of the growth. 

Throughout the entire course of treatment, nothing in- 
tervened either as sequela or untoward effect which inter- 
fered with the line of action. 

Status Praesens (Dec. 1897.) —Nasal respiration entirely 
free and unobstructed. Mucous membrane of left nasal 
cavity somewhat hypertrophied, though the inferior tur- 
binated is verysmall. There exists an adhesion about an 


eighth of an inch wide between the lower portion of the 
left middle turbinated and the septum. The right nasal 
cavity shows considerable atrophy and is very capacious; 
the inferior and middle turbinates are considerably re- 
duced in size. Rhino-pharynx presents no evidence what- 
ever of any growth, being clear of all extraneous masses. 
Olfaction normal. General health improved. 





ABSTRACTS FROM CURRENT OTOLOGICAL, RHINO- 
LOGICAL AND LARYNGOLOGICAL 
LITERATURE. 


I.—EAR. 


A Case of Morbus Meniere Caused by Leukemic Disease of 
the Acusticus. 

185. FERDINAND ALT AND FRIEDRICH PINCLES. ( Wiener 
klin. Wochenschrift, 1896, No. 38; Archiv f. Ohrenh., Bd. 
43, H. 4.) Man, 66 years old, suddenly attacked by tin- 
nitus and great giddiness; within fourteen days almost 
complete deafness on right, and complete deafness on left. 
Died in three months. Section disclosed myeloid, leuke- 
mia, Marasmus extrmus, typhus abdominalis. 

Microscopic examination: Brain showed at place of 
exit and in the intramedullary course of the roots of the 
acusticus sometimes moderately, sometimes fully devel- 
oped, leukemia; the branches of the acusticus slightly 
atrophic in some places; the ganglion of the acusticus 
the posterior corpora quadrigemina and the lobus tem por- 
alis, aside from meager infiltrations, did not offer special 
pathological changes. 

Examination of labyrinth and middle ear negative. 

The writer thinks we have here todo with the first typ- 
ical case of Meniére’s disease in apoplectic form, in which 
as anatomical basis for the process, leukemic affection of 
the acusticus, was found. Alderton. 

Some Cases of Pyemia Originating From the Ear. 

186. Basew, (Rev. hebd. de Laryng. d Otol et de 
Rhinol., No. 8, February 18, 1898; translated from the 
Russian by Jankelevitch.) The author states first what 


he means by otitic pyemia; acute or chronic inflammation 
of the middle ear, complicated with thrombosis or thrombo- 
phlebitis of a sinus, especially of the transverse sinus. 


The disease varies according to the different sinuses which 
are attacked. Extradural and brain abscesses are not in 
direct connection. The bacteriologic examination of the 
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blood is a main part in the diagnosis. The author gives 
eight observations of pyemic inflammation of the sinus, 
and draws from them the following conclusions: 

1. Sinus-thrombosis has to be expected when, together 
with otitis, we find pain in the course of the jugular vein, 
fever, and the signs of pyemia, which are chills, sweats, 
quick oscillations of temperature. The author performed 
ligation of the jugular vein with good success, but he does 
not want to enter into this question extensively. The in- 
dications for opening the sinus are: If, in acute otitis, 
notwithstanding free flow of pus, the high temperature 
and pain along the jugular vein persist. 

2. If there are signs of pyemia. 

3. If these two indications exist, anormal aspect of the 
mastoid region does not argue against the operation. 

4. The operation is contra-indicated when there are 
signs of meningitis. Holinger, 
Fractures at the Base of the Skull and Consequent Hemor- 

rhages in the Labyrinth of the Ear. 

187. BARNICK, Graz. ( Archiv f. Ohrenh., Bd. 43, H. 1.) 

Aurists are interested principally in indirect fractures at 
base of skull which extend to the temporal bone, because 
it holds the labyrinth, etc. 

The petrous bones stand as mighty defenders of the 
more feeble portions of the middle and posterior cranial 
fossa. Statistics prove that basal fractures preponderate 


in the middle cranial fossa; therefore, the plurality of 


fractures are fractures of petrous portions. 

Principally oblique fractures: The so-called longitud- 
inal fissure of the petrous portion is more frequently ef- 
fected by a blow or fall upon the side. Also frequently 
occur from a blow on the sinciput. A not unusual frac- 
ture is the breach of the roof of the glenoid cavity by the 
condyle of the inferior maxilla in fall or blow on the chin. 
In another series, not the roof, but the posterior wall of 
the articular fossa, which forms the anterior wall of the 
auditory canal, suffers the breach. These fractures may 
be confined to place of breach or may spread to the mid- 
dle cranial fossa. 

Mention made in literature of carefully observed frac- 
tures of petrous bone with traumatic lesion of inner ear; 
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but pathologic anatomic changes caused by injury to 
cranium, in labyrinth, rarely written of. First cases 
recorded by Voltolini. Patient struck on temple by stick 
of wood. Fracture at base of cranium; result, purulent 
basilar meningitis. Man absolutely deaf. Section showed 
fissure of petrous bone on both sides between fenestra 
ovalis and cochlea along the basis of the meatus auditor- 
ius internus. Left tympanum and semicircular canals 
filled with blood. No blood in right tympanum, and none 
could be proved in vestibule orcochlea on right. Second 
case by Politzer. Blow on occiput. Patient regained con- 
sciousness after several hours; total deafness, tinnitus, 
headache and giddiness. Purulent meningitis in six 
weeks; death in three days. Section showed fissure 
through middle of both pyramids and vestibule. Drum 
membrane, ossicles, and inner tympanic wall uninjured. 
In vestibule, semicircular canals, cochlea on left, a green- 
ish bloody secretion. In vestibule and superior semicir- 
cular canal on right dark red coagulated blood; in infer- 
ior, posterior canal yellowish red secretion. Cochlea con- 
tained pale red fluid. In region of junction of lamina 
spiralis ossea and membranacea, a large quantity of form- 
less pigment. 

Same year Zaufal wrote of two soldiers who shot them- 
selves in the mouth. Fracture of temporal bone. Indi- 
rect breach of temporal bone caused by sudden high 
pressure in cavity from the great force of shot fired in 
close neighborhood. In both cases oblique fracture of 
pyramid with corresponding fissure of the roof of tym- 
panum. In the one case, an oblique fracture of the vesti- 
bule; in the other, fracture through the middle of the 
porus acusticus internus and through the axis of the 
cochlea. Hemorrhage from ear caused by fissure in su- 
perior wall of the auditory canal. Drum membrane unin- 
jured. In both cases, middle and inner ear filled with 
blood. During the Franco-Prussian war, Moos observed 
a soldier grazed by a passing shot in region of left ear. 
Membrane torn and bony meatus partialiy fractured. Pa- 
tient died in four weeks of suppuration of right knee 
joint. Moos found much blood in inner ear, also hemor- 


rhagic infiltration of the perineurium of the nerves lying 
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between the lamina spiralis ossea. Man totally deaf on 
that side. Notable: No giddiness during life. First case 
of injury to labyrinth with fatal result, histologically ob- 
served. 

Politzer published a second in 1896. December 28, 1895, 
a hodful of mortar fell upon the head of patient. Uncon- 
scious for three days. Recognized members of family 
two weeks later, but was totally deaf. Gait uncertain; 
much giddiness. Both membrana tympaniinjured. Right 
tympanic cavity contained some exudate. January 31, 
1896, sudden high fever, headache, vomiting. Brain 
symptoms increased. February 6, patient died of puru- 
lent meningitis. Section showed gaping fissure in left 
pareital and squamous bone, which could be traced to the 
neighborhood of the tegmen tympani. On right, fracture 
of superior margin of forearm lacerum posterius, running 
through to internal auditory canal, the cochlea, and 
cavum tympani. Inflammatory products found in coch- 
lea and vestibule, in the ampull# and membranous canals, 
on both sides. Periosteum of semicircular canals thick - 
ened by inflammatory proliferations of connective tis sue. 
In different places granular amorphous pigment. Fine, 
net-like tissue containing cells of varied forms, in the left 
cochlea, 

These relatively new section discoveries may be classi- 
fied with others made in cases where patients died of dif- 
ferent accidental maladies, months or years after a fall or 
blow, and large fractures of the base were proved after 
death. Chassaignac reports a case: Patient died in two 
months after fall, of traumatic inflammation of knee joint. 
Transverse fracture of petrous bonefound. Chester Mor - 
ris (2) speaks of a case in which callus so preponderated 
in petrous, as to obliterate carotid. Richet (3), Kundrat 
(4), Lucae (5), and Habermann (6), all publish interest - 
ing cases. 

Examinations of internal ear in patients who died a few 
days or hours after injury, hitherto not undertaken. Ex- 
planations of nature of commotion have been purely hy- 
pothetical; Politzer’s and Schwartze’s suppositions and 
theories. 

The writer then speaks of his own work, and says all 
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the specimens of temporal bone histologically examined, 
were from patients who had died the first week after acci- 
dent. 

Case I.—Alois B., 31 years old, shoemaker in Graz. 
January 1896, New Years night, slipped and fell from low 
piazza; fell on stone pavement, strikingocciput. Uncon- 
scious. Began to vomit blood in quarter of an hour. 
Large, strong man. Skin of occiput excoriated. Hema- 
toma size of dollar on place. No bleeding from nose or 
ears. Left membrana tympani normal; right, deep red, 
and ossicles visible. No blood in external canal. High 
fever. Patient died January 7. Autopsy January 8, 
Prof. Eppinger. 

Diagnosis: Fractura baseos cranii. Hemorrhagie ex- 
tradurales et inter meningeales. Hemorrhagie capillares 
et malacia hemorrhagica corticalis multiplex. Pneumonia 
dextra. 

Special examination reveals: In the right temporal 
nearly all pneumatic spaces of mastoid and squamous 
filled with blood; spongiosa of pars petrosa also. No di- 
rect injury to osseous integument of external or internal 
ear. Drum membrane intact. Ossicles enveloped in 
blood, which here and adjacent parts showed signs of be- 
ginning organization. Medullary spaces of malleus and 
incus a prey to hemorrhage. Articular ligaments intact. 
Mucous membrane of middle ear much swollen. In the 
vestibule numberless cells of connective tissue with pig- 
ment. The blood vessels of the periosteum, the macule 
acusticue tract, the basis of the ampulle of the inferior 
semicircular canals all much distended. No alteration in 
semicircular canal proper. Extensive hemorrhage also in 
cochlea. Scant hemorrhage in trunk of nervus acusticus 
and facialis. 

Conclusion.—We have here a transverse fracture‘of the 
pars petrosa, caused by fall on occiput. The dura mater, 
the large transvere sinus, the internal as well as middle 
ear, did not come in direct relation. Hemorrhage in tym- 


panic cavity caused by fissure in roof of antrum mastoi- 
deum. Aside from the secant hemorrhage in trunk of 
acusticus facialis, the extensive bleedingin the scala tym- 
pani of the basilar cochlear convolution, in the branches 
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of the nerves of the vestibule, and in the vessels of the 
tract of the macule acustice, are of special pathologic 


significance. 

Case Ii.—George K., 60 years old, tiller at Graz. June 
6, 1896, at 2 p. m., while intoxicated fell from house, 4 m. 
high, into courtyard. Unconscious. Healthy man. Right 
forearm broken. Bleeding from right nostril and right 
ear. Patient died 6 p. m. same day. 

Autopsy June 8, 1896, Prof. Eppinger. Transverse 
fracture 20 cm. long of occiput, close to and running par- 
allel to coronal suture. A second breach, convex before 
separates the right squamosa. 

Diagnosis: Fractura baseos cranii, contusio baseos 
cerebri. Edema et venostasis pulmonum bilateral. Frac- 
tura synchrondrosis sacroiliace dextre. 

Special examination: Right temporal bone removed. 
The fissure mentioned beginning in the middle of sutura 
squamosa, and traversing the squama and the superior 
eanal wall, divides also the lateral attic wall and the teg- 
men tympani. Drum membrane torn down whole length 
just behind the handle of malleus. Anterior inferior, and 
inferior canal walls present the form of a sharp triangle, 
whose base rests at entrance to external canal The two 
long processes unite on the limbus of the membrana tym- 
pani, go transversely through the floor of the tympanic 
cavity and end in the forearm lacerum posterius. 

Roof of tympanum broken in irregular pieces. At artic- 
ulation of malleus and incus, fissure descending from 
squama separated into two divisions; one runs through 
the superior wall of carotid canal over the spheno- 
petrosal fissure to sphenoid proper, and is lost in superior 
wall of right orbit. The second division goes obliquely 
over the petrous pyramid to the sulcus petrosus superior 
turns along its posterior wall nearly to its crossing with 
the large brain blood vessels, and then proceeds along the 
anterior margin of the sinus sigmoideus to the foramen 
jugulare. 

Aside from the triangular piece in the meatus auditor- 
ius externus, the fissures in the temporal are a median 
and two lateral. 

Posterior lateral division formed of fragment of dorsal 
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squama, mastoid and posterior canal wall. Posterior half 
of drum membrane with dislocated incus, held in place br 
connective tissue. Styloid process seen on inferior sur- 
face. From within one could see directly into the pneu- 
matic spaces of the mastoid, completely filled with blood. 

Second lateral division formed of anterior superior ca- 
nal wall with anterior quadrant of membrana tympani, in 
which the malleus was imbedded; the broad root of the 
zygomatic and the articular fossa of the inferior maxilla. 

Median division formed of temporal pyramid proper. 
Lateral wall of labyrinth plainly visible. Stapes still in 
fenestra ovalis. Neither facial nerve, jugular vein nor 
carotid artery torn. Apex of pyramid fractured 10 m. 
from articulation with sphenoid. Fracture continued an- 
teriorly to median wall of carotid canal, and in fossa jug- 
ularis. 

Histological: (Detailed description of hemorrhages in 
all the parts mentioned.) No noted pathologic changes in 
cochlea. 

Grave injury in this case caused by extensive fracture 
which traversed the posterior, median and anterior cra- 
nial fosse, and ended in the corresponding orbit. 

Of particular interest among pathologic changes in in- 
ner ear are: Profuse hemorrhage in the vestibule, in peri- 
lymphatic spaces of semicircular canals, as well as be- 
tween the periosteum and the Osseous boundary of the 
utriculus and the ampulle of the posterior semicircular 
canal. 

Case II].—Marie P., 29 years old, carpenter's wife at 
Graz. July 2, 1896, cleaning windows in intoxicated con- 
dition, fell from ladder 3 m. to pavement. Died on the 
way to the hospital. Autopsy July 4, 1896, Prof. Kratter 
and Dr. Kautzner 

Skin of occiput black and blue. Subcutaneous tissue 
here full of blood, mostly still fluid. A great deal of blood 
between dura and pia mater. Upon removal of first, 
squama of occiput found fractured medianly. Somewhat 
depressed. From the lateral edges of this fracture, other 


fractures extended anteriorly and laterally to the pyramid 


of the pars petrosa, where one branches to the tegmen 
tympani of the left petrosa, the other to the apex of the 
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right pyramid about 1 cm. laterally from the basilar pro- 
cess. 

Both temporal bones removed for histological observa- 
tion. 


Unimportant pathological changes in right ear. Pro- 
fuse hemorrhage. Left membrana tympani depressed, 
blueish red, malleus visible. All pneumatic spaces filled 
with blood, bones of dark red color. Fracture runs from 
posterior edge of jugular foramen, obliquely over petrous 


pyramid anteriorly, and vertically to the inner edge of the 
articular fossa of the maxilla. It here separates into an in- 
terior and a posterior peduncle, which unite in the fossa 
ovalis, and completely separates the foramen spinosum as 
well as the spine of the sphenoid from their connection 
with the base of the cranium. The fracture separates the 
temporal in the upper part of the vestibule into a lateral 
and a median part. The latter comprises only the cochlea 
with its vestibular division. On the inner tympanic wall 
the fracture goes through the anterior pole of the fenestra 
ovalis and through the center of the fenestra rotunda. 
Facialis not torn. Membrana tympani not injured. Stapes 
in original position. Above the fenestra ovalis appeared 
the expanded terminal horizontal semicircular canal, on 
the superior wall of the vestibule that of the superior semi- 
circular canal. On the posterior inferior wall appeared 
the common ampulle of both vertical semicircular canals, 
and below the opening, the ampulle of the posterior semi- 
circular canal. The inner mouth of the aqueductus vesti- 
buli could be plainly seen. 

Microscopic examination of right ear: Numerous cap- 
illary hemorrhages about drum membrane, in middle ear, 
in medullary spaces of malleus and incus. Extensive 
hemorrhages in the branches of the ampulle of superior 
and horizontal semicircular canal; also in trunks of fa- 
cialis and acusticus. Pathological changes in left middle 
ear about the same as in the right, only more pronounced. 

Resumé: We have to do with a curved and. longitud- 
inal fracture by contre-coup (Berstung). The unfortu- 
nate woman fell head foremost, so that the cranium was 
not only flattened, but the whole weight of the falling body 
pressed the vertebral column upon the articular process of 
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the occipital bone and made a ‘‘circular basal fracture.”’ 

A fall which breaks the bone of the occiput must be of 
unusual force. This is the reason why all the parts of the 
inner ear on the left showed such profuse hemorrhage, 
and accounts for the numerous pathological changes in 
the right labyrinth, although only the weak apex of the 


petrous pyramid was broken, and the compact envelope of 


the ear did not suffer direct injury. 

Case IV.—Stephen E., 37 years old, railroad laborer. 
December 3, 1896, complicated basal fracture. Jumped 
from car while in motion. Strong young man. Heart and 
lungs norma]. Unconscious. Bleeding from both ears. 
V-shaped flesh wound below and behind right auricle. 
Oval piece of splintered bone 5x3 cm. found. Wound en- 
larged, and several pieces of splintered bone removed. 
Quite a hemorrhage ensued. Patie.t remained uncon- 
scious. Temperature fell, then rose again. December 4, 
patient restless; high temperature;. bandage soaked with 
cerebro-spinal fluid. Bandage changed. December 5, 
same condition and treatment. Patient died at 11 p.m. 
December 7, autopsy; Dr. Dorner. 

Diagnosis: Fractura baseos cranii complicata. Hem- 
orrhagiz extradurales et intermeningeales. Malacia hem- 
orrhagica lobi temporal. dextri et lobi frontalis sinistri. 

Right temporal removed for examination. Among many 
fissures, one principal could be traced, which engaged it- 
self one and a half cm. from the superior pyramid margin 
of the squama, and transversed the tegmen tympani, the 
canalis musc. tubarius, to the foramen lacer. anterius. 
It then descended perpendicularly from the angulus 
mast. of the parietal to the lateral wall of the mastoid, 
p.erced the base obliquely about 1 cm. under the linea 
temporalis, and separated the posterior wall of the canal 
into a superior and inferior portion. It traversed the an- 
terior wall of the canal also, crossed the Glasserian fissure 
to the maxillary joint, and buried itself underneath the 
anterior root of the zygoma in the suture which unites the 
temporal to the greater wing of the sphenoid. Thus the 
temporal was split into two isolated pieces; a large median 
and a small lateral. 

Lateral comprised: The squama, a part of the lateral 

6 
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wal] of the mastoid, the posterior superior, superior, an- 
terior superior walls of canal, and the roof of the maxil- 
lary joint. 

Median comprised the petrous portion of the temporal. 
The fractured mastoid only held to the pars petrosa by the 
soft parts. Antrum, tympanum, in short, all pneumatic 
spaces filled with blood. _Membrana flaccida transversely 


torn. Articulation of malleus and incus dislocated, also 
thatofincus and stapes. Upon removal of the lateral 
piece of broken bone, one could glance directly into the 


cells of the mastoid, bony meatus, etc. 

Pathological changes in cochlea: Hemorrhage in 
seala of vestibule; other convolutions free. Hemorrhages 
in the cavities of the modiolus and the trunk of the acusti- 
cus. 

No notable changes in the endolymphatic cavity of the 
vestibule nor in semicircular canals. Although there was 
no direct injury to the internal ear, abundant ecchymoses 
found in trunk of facialis and acusticus, in the scala tym- 
pani of basal cochleal convolution and in the branches of 
the vestibular nerve. It may not be amiss to ask whether 
the pathologic-anatomical discoveries made _ sufficiently 
‘ account for the complicated symptoms following injury to 
the cranium. 

The changes in the nervus vestibuli would appear to 
offera satisfactory solution. (Goes again into detailed 
explanation of the profuse hemorrhages in all the spaces; 
its effects upon the brain, consequent disturbances of 
equilibrium, etc. Says that when hemorrhage (in case of 
fracture) is slight, patient may regain confidence and 
steady gait, etc.) 

Discoveries do not point to satisfactory outcome of dis- 
turbances in hearing. Profuse hemorrhages in cavities 
of cochlea lead to disturbance of nutrition, degeneration of 
cell elements, neoplasms, etc., and account for deafness. 
However, direct traumatic lesion in cochlea cannot always 
be taken for granted. Shock to labyrinth may also im- 
pair hearing. Slight hemorrhages in trunk of acusticus, 
in Rosenthal’s canal, etc., do not cause complete deaf- 
ness. Degeneration in the delicate fibers of the nervous 
cochlea must be present. 
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The frequent attack on the vestibular portion of the 
cochlea, particularly the scala, is minutely described. 

In closing, we hope we may be allowed to add five his- 
tories selected from the abundant material of our clinic. 
Last history of special interest. 

Case V.—Rafael V., 33 years old, servant. October 11, 
1896, patient intoxicated; fell from wagon. Grave con- 
tusion from right temple. Bleeding from nose and ear. 
October 14, still unconscious. Carried to hospital at noon. 
Lay one week in deep coma. Pulse languid. A little fe- 
ver. Constipation. Second week consciousness regained, 
but no memory. Pupillary irregularities and ptosis of 
right eye. Much confused. Excitation. Formerly in 
perfect health. November 8, carried to Prof. Anton’s 
psychiatric clinic at Graz. 

Examination: No bone depression or injury on exter- 
nal skull. Right occiput and frontal region very painful, 
as well as domain of Ist and 2d branch of trigeminus. 
Ptosis and paresis of all internal and external muscles of 
eye, supplied by nervus oculomotorius. Trochlearis and 
abducens free. Right pupil maximally large, no reaction: 
left moderately large, reacts promptly to light. General 
reflex on both sides marked. Sight and fundus oculi in- 
tact. No disturbance in region of facialis, save nerves of 
right frontal more injured than left. No other notable 
symptoms in nerves of the brain. Power of motion and 
insensibility in trunk and extremities unimpaired. No 
staggering when walking, or onclosing eyes. Patient ex- 
hibits psychiatric disturbances; much irritability and con- 
fusion. Improved in this respect later. 

Examined in aural clinic November 10. Right ear: In 
canal masses of epidermis with some secretion. Nystag- 
mus appeared after syringing. Superior bony meatus wall 
dark red; drum membrane depressed, cloudy, dull. 


In membrana flaccida places covered with shreds of epi- 


thelium and secretion; probably perforated. Left ear: 
Vessels of malleus injected; light reflex shortened, dim- 
ple in membrana flaccida. Drum membrane much re-— 
tracted, dull. Nose: Mucous membruiane red: aburdant 
muco-purulent secretion; Mucous membrane of pharynx 
swollen. 
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Patient treated by insufflations of iodoform; secretion 
improved, and ceased entirely in the early part of Decem- 
ber. December 16, again examined. 

Right ear: In median line of bony meatus on margin of 
superior anterior wall, a large blood crust; also in mem- 


brana flaccida. Drum dull and lusterless. 

Left ear: Drum retracted: dull. 

Shortly before discharge of patient on February 13, 1897, 
examined again in aural clinic. 

Right ear: After removal of blood crust, the foramen of 
Rivini presents appearance of a red, convex, transverse 
growth immediately above the short process. On the line 
of reflection of the superior to the anterior wall of meatus, 
is a large exostosis, the skin white and thin. Scar tissue 
marked in membrana flaccida. Alderton. 

“Idiopathic” Perichondritis of the Auricle and “Spontan- 
eous’’ Othaematoma. 

188. BIrEHL, DR. CARL, Vienna. ( Archiv. f. Ohrenh., Bd. 
43, H. 4.) Writer believes that hematoma and perichon- 
dritis of the auricle bear considerable analogy to such 
affections of the septum narium, which have recently been 
brought forward. He, therefore, communicates two cases 
under observation. 

O., Infantry Regiment No. 64. Never had trouble with 
ears. Noticed on December 20, 1896, swelling of left 
auricle, which gradually increased; could not account for 
it; no remembered injury of any sort. His comrades 
noticed swelling in concha, but O. never complained of 
fever or pain. December 23, swelling suddenly increased, 
light, piercing pain experienced. Swelling opened follow- 
ing day, ‘‘pure serum, no pus,’’ ran out. Incision made 
in swelling. The sound felt exposed smooth cartilage. 
Auricle painful to touch, particularly when pressed close 
to head. Swelling increased, and suppuration was very 
profuse. In order to give it exit, a counter incision was 
made. Probing established a destruction of cartilage. 
Gauze dressings. Suppuration ceased gradually; pain 
diminishec. Wounds closed; only tough, nut-like swell- 
ing confined to concha remained. This was daily mas- 
saged. No deformity. 

Second case, man; tumor similar in size and location to 
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Case 1. Exposed to cold a few days previously; had felt 
a draft in auricle, but no pain. Cuticle not altered in 
color, only moderately distended; slightly painful to touch 
and pressure. Puncture gave exit to light red fluid mixed 
with blood. Compresses at first, then massage, and the 
affection rapidly disappeared. 

As for the etiology of these cases, it is not clear. The 
researches of Virchow, Parreidl and Pollak go to prove 
that the cartilage of the ear often falls a prey to a wasting 
process, which results in decay and the formation of cysts 
filled with serous fluid. Brown-Sequard regularly ob- 
served, after section of the restiform body, subcutaneous 
effusions of blood and even gangrene of the auricle. We 
must also concede that vaso-motor disturbances have 
large influence in degenerative processes. Writer be- 
lieves such theory the only one plausible in cases de- 
scribed, No manifest external cause. Progress and out- 
come in both cases very rapid and favorable. 

silderton. 


The Discernment of Deafness on One or Both Sides. 

189. BrEHL, DR. CARL, Vienna. ( cirehiv. f. Ohrenh., Bd. 
43, H. 4.) Thereis no trouble in establishing traumatic affec- 
tions in external and middle ear, but it is very difficult to 
make a diagnosis in injuries of inner ear, especialty when 
some time has elapsed, and symptoms of unconsciousness, 
giddiness and vomiting have disappeared. The deafness 
which remains on one or both sides is very difficult to de- 
termine, because we have no objective method of exam- 
ination, and must depend upon the good or evil inclina- 
tion of subject. If deafness on one side is claimed, it is 
often difficult to confirm it. 

Numberless and wearying examinations were conducted 


by the writer, but at last he adopted a simple method which 


seldom fails. 

The method :— 

The normal ear is first tested. 

Then, without the knowledge of the patient, a piece of 
rubber tubing about 2 cm. long, the width corresponding 
to the size of the canal, is inserted as far as possible in 
the canal of the normal ear. 

The examiner covers the eyes of the patient with one 





310 ABSTRACTS FROM OTOLOGICAL AND 


hand while, with the fingers of the other hand, he plays 
upon the open end of the tube, so that the lumen is now 
open, now closed. Whispered words may be spoken by a 
person chosen, who will often increase or lessen the hear- 
ing distance, without allowing the patient to become aware 
of it. Rubber soles or overshoes should be worn by the 
observer. The rubber tube gives the feeling of complete 
closure. The tube must go in closely, and may be greased 
if necessary. If the fingers are skillfully worked, even 
wary people cannot continue to feign deafness. That the 
deafness is feigned is proved when the patient claims not 
to hear with the tube open. 

More difficult to test feigned deafness on both sides. 
Stratagem must be resorted to: but often the patient has 
so firm a will that all tests are useless. In such cases it is 
well to remove the man from military service for a time, 
but to keep him under surveilance. 

It is well known that direct trauma of the skull, without 
any evident lesion in the structure of the parts, may re- 
sult in diminution or total loss of hearing. Those cases, 
where hemorrhage of labyrinth is accepted, are satisfac- 
torily explained; not so in cases of purecommotion. The 
distinguishing symptoms between hemorrhage and com- 
motion may be contested. (Resumé of different theories. ) 
The future alone can reveal which theory is just and 
good. However, impaired hearing results from both con- 
ditions. 

We shall confine ourselves to cases in which deafness 
is the only established symptom of traumatic neurosis, 
Itard (Traite, 1821,) tells of a patient who experienced 
total loss of hearing eight days after a slight injury. 

Urbantschitsech ( Archiv. f. Ohrenheilk., Bd. XVI1., p. 
183,) observed total loss of hearing on both sides in a 
boy of nine years, following a light blow with a spoon on 
the right temple. * 

Politzer ( Lehrbuch, 1887, s. 256,) observed total loss of 


hearing following a blow on the head; gradual return of 
hearing, until on the 23d day hearing was completely re- 
stored during a violent attack of giddiness. 

Delie ( Observations cliniques: Revue mens. de Laryn., 
1886, p. 556,) tells of a patient who received a blow on 
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the occiput, and at once became deaf and dumb. No 
headache, no giddiness, no vomiting, no tinnitus. Hear- 
ing improved in eight days, but not speech. After two 
months, patient fell into the water, whereupon speech and 
hearing were completely restored. 

Other cases observed by Badel, Roosa and Gradenigo. 

Writer now wishes to speak of a similar case, which he 
had under constant and rigid observation for 5 months. 

Here follows in much detail the history. 

Abstract :— 

Dragoon S. received in December. 1894, a box on left 
ear. Said nothing about it, and was not sent to hospital 
until eight days later, when deafness was noticed. Rup- 
ture of drum membrane was established. Tests showed 
impaired hearing. Sent back to duty, ‘‘perfectly cured,”’ 
end of January. 

Middle of February again sent to hospital because of 
‘‘pretended deafness.’’ And thus he alternated from reg- 
iment to hospital, until he was finally condemned to six 
months’ arrest because of ‘‘obstinate feigning of deaf- 
ness.’ Observations during this period showed that S. 
sometimes heard ordinary conversation ‘‘very well’’; could 
not be surprised when asleep; ‘‘slept like a log.’” Exam- 
ination of ear negative: tests of hearing useless. S. 
would not answer questions. Conclusion: ‘‘This man is 
feigning deafness.”’ 

On his return to duty, he only appeared to hear when 
officer shouted in right ear. Condemned to 9 months’ 


arrest, but first to hospital for examination. From that 


hospital sent to hospital at Vienna for special examination, 
and so came under writer’s observation for5 months. Pa- 
tient declared that he was not feigning deafness. 

Right Ear: Canal medium; drum membrane atrophic, 
retracted, transparent; light reflex prominent at base, 
irregular; margin inflected; superficial scar in membrana 
flaccida. 

Left Ear: Drum membrane transparent, retracted, light 
reflex only at apex. 

Nose; Inferior canal on right distended, inferior mucus 
membrane slightly swollen, covered with greenish dry se- 
cretion. Pharyngeal vault covered with flat granulations 
and slimy secretion. 
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The tests for hearing result for whisper and loud speak- 
ing always negative. Very loud speaking close to ear 
perceived on right. No perception for watch, either by 
bone or air conduction. Tests with tuning-fork of every 
pitch negative. All questions answered thus: ‘‘I don’t 
hear at all in the left ear, in the right a little.’’ 

Questions written on blackboard answered unwillingly, 
and with a stuttering speech, or not at all. Doctors, 
nurses, patients tried to catch the man off his guard, to 
wake him out of sleep; he was threatened with punish- 
ment; result remained the same. No fever, no headache, 
uncertain gait, giddiness, nor vomiting. Examination of 
field of vision showed concentric retraction. Disturbances 
of sensibility could not be established. 

Conclusions.—The man has had chronic catarrh of naso- 
pharynx, probably since childhood. This had run into 
chronic otitis media, and the consequent changes in drum 
membrane made it particularly sensible to the box on the 
ear given in December, 1894. 

The catarrhal conditions may have impaired the hear- 
ing, but the complete deafness on the left, and the nearly 
complete deafness on the right, cannot be explained away 
by reasons of such conditions. In this connection the 


question: Can we rely upon the veracity of the patient? 
He has been under observation for 10 months, and has 
conducted himself in a_ stubborn, defiant manner, 


nevertheless, noone has been able to catch him off his 
guard. 

We believe the deafness to be genuine. We believe 
that a deep-seated affection of the nerves of hearing is the 
cause of deafness. 

From a scientific standpoint we have to do with chronic 
catarrh of nose, pharynx, tube and middle ear, with com- 
plication of neurosis of nerves of hearing. 

Organic changes existed; functional disturbances were 
the result of trauma. Now, was this picture of traumatic 
neurosis produced by material agents or is it true? 

Writer inclines to latter theory. Never any symptoms 
to indicate organic change in labyrinth. Deafness did 
not result immediately from trauma, but after a time 
(psychical incubation). 
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Mobius advances the theory, in which Gradenigo con- 
curs, that absence of giddiness in hysteria is the only cri- 
terion between material change and functional disturbance. 
Writer considers this too audacious. 

Organic lesion of the labyrinth may by gradual devel- 
opment lead to a general condition which presents a per- 
fect picture of traumatic hysteria. Proved by quoting 
from a case of Brieger’s: ‘‘Injury to head, unconscious- 
ness and hemorrhage from right ear. With return of con- 
sciousness, deafness on both sides, traumatic rupture of 
membrane onright. In 14 days, improvement on left: 6 
months later same conditions, and great depression, ob- 
jective concentric retraction of field of vision. Typical 
traumatic neurosis. Alderton. 

Notes on a Case of Extra-Dural Cerebral Abscess of Aural 
Origin, with Thrombosis of the Lateral Sinus. 

190. BRONNER, ADOLPH. ( Lancet, April 2, 1898.) A boy 
aet 14, was seized with pain in the ear, and swelling, six 
days before seeing the writer. On presentation he was 


partially comatose and giddy; the neck was slightly stiff 


on the right side; temperature 101° F.; pulse 65; optic 
dises congested; right membrana tympani perforated; 
purulent discharge. 

Operation.—Opening matoid antrum. The attic was 
found full of granulation tissue and fetid pus. Some pus 
escaped when the basilar groove was laid open. The 
dura was gray and thickened, and the lateral sinus hard 
and evidently thrombosed. As the thrombosis was pos- 
sibly non-septic, it was left in statu quo, and the boy made 
an uninterrupted recovery. Loeb. 

Nieniere’s Disease.—Report of a Case 

191. Brown, J.,and DALAND, J. (Journal American Med. 
AAss’n, Feb. 26, 1898.) This disease occurs more frequently 
than is generally supposed, many of the milder forms and 
oft-recurring cases being ascribed to cerebral troubles, or 
gastric or visceral disturbances. In the milder forms, rest 
in bed, restricted diet, attention to the excretory functions 
and the administration of bromide salts usually suffice. 
Gouty and rheumatic cases require constitutional treat- 
ment. In severe cases bleeding, followed by arterial se- 
datives, is indicated. Sche ppeqre //. 
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Intra-Tympanic Surgery, Especially in Chronic Purulent 
Otitis Media. 

192. BuRNETT, CHAS. H. (Journal American Men. 
Ass’n, March 19, 1898.) Of 109 operations by the author, 
43 were for the relief of chronic catarrhal deafness and 
tinnitus, 26 for the relief of chronic tinnitus and tympanic 
vertigo of catarrhal origin, and 30 for the relief of chronic 
purulency of the middle ear. Of the 30 cases reported, 
there was cessation of the discharge in 15, marked diminu- 
tion in 7, and slight diminution in 8. In those cases in 
which the discharge did not cease, the physical appear- 
ance improved. Alcohol instillations, or alcoholic solu- 
tions: of boric acid and acetanilid, proved useful in the 
after-treatment as long as any signs of granulations were 
present. The hearing improved in 15 cases, was unaltered 
in 10 and unrecorded in 15 cases. 

Scheppe qre ll. 
Report of Two Cases of Suppurating Mastoiditis. 


193. Bryan, J. H. (Journal American Med. Ass'n, 
March 5, 1898.) In spite of the advances that have been 
met with in recent years in the treatment of mastoid dis- 
ease, and the serious results which are almost sure to fol- 
low when these cases are badly managed, we still find 


physicians who use poultices to cause an abscess of the 
mastoid region to break externally. 

The first case reported is one of acute suppurative otitis 
media and suppurating mastoiditis, with abscess extend- 


ing into the deeper tissues of the neck. The second was 

one of acute suppurative otitis media and suppurative 

mastoiditis, with commencing infiltration of the neck. 

Both cases were treated with the usual operation, and both 

resulted in cures. Scheppegrell. 
The Technique of the Mastoid Operation. 

194. Dencn, E. B. ( New York Eyeand Ear Infirmary 
Reports, January, 1898.) At the present day no surgeon 
would consider a mastoid operation complete unless the 
entire mastoid process had been thoroughly explored. The 
author prefers to remove the superficial portion of the 
mastoid by means of the chisel or gouge, and to break 
down the deeper part with a dental bur. As long as the 





RHINO-LARYNGOLOGICAL LITERATURE. 315 


opening in the bone is made close to the meatus and be- 
low the plane of the superior wall, the operator is per- 
fectly safe. When the antrum is very small, it may lie 
fully an inch below the mastoid cortex. Ifthe operator is 
in any doubt as to the advisability of entering to a greater 
depth, it should be remembered that the antrum can al- 
ways be found by separating the soft parts from the pos- 
terior and superior aspect of the bony meatus. 

After the antrum has been opened, the probe should be 
used to carefully explore the upper and posterior wall of 
the cavity. All soft bone should be removed by means of 
a sharp spoon, particular attention being given to the 
aditus ad antrum and to the tip of the mastoid process. 
After all the pneumatic spaces have been explored, all 
carious bone removed and necessary vessels ligated, the 
cavity of the bone should be packed with iodoform gauze, 
care being taken to carry the packing well into the aditus 
ad antrum, so that the secretions from the middle ear will 
drain posteriorly. 

The operation itself may be considered devoid of danger. 
Where there is any question as to pus in the mastoid pro- 


cess, it is, therefore, always wise for the surgeon to make 


an exploratory operation. 

Accidents which may occur during this operation, in 
spite of the greatest care on the part of the operator, are 
the exposure or opening of the jateral sinus, or the exposure 
of the meninges in the middle cranial fossa. None of 
these accidents increase the danger of the operation, pro- 
viding proper aseptic precautions are observed. 

In any case of suspected sinus thrombosis, the neck 
should always be examined, as jugular involvement may 
follow occlusion of the sinus in a very short time, if the 
septic process is virulent in character. 

Where caries is limited to the ossicles and to those parts 
of the middle ear which can be reached by instruments in- 
troduced into the meatus, the removal of the ossicles, and 
thorough curettement, is followed by satisfactory results. 

Scheppegrell, 
Surgical Treatment of Acute Inflammations of the 
Middle Ear. 
195. DencH, E. B. (-Jour. of the Am. Med. Assi, 
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March 19, 1898.) The author no longer makes use of local 
blood-letting in the treatment of catarrhal inflammation 
of the middle ear. In acute catarrhal otitis media with ef- 
fusion into the tympanum, incision is necessary. Even 
without effusion, the author, in the very earliest stages 
incises not only the membrana tympani, but also the tis- 
sue covering the internal tympanic wall, in order to se- 
cure depletion of the engorged vessels. <A detailed de- 
scription of the various forms of incision is then given. 
The author advocates frequent syringing in the after- 
treatment. Scheppegrell. 
Tests of Tone Hearing with Tuning Forks. 

196. DENNERT, HERMANN. ( Archiv. f. Ohrenh., Bd. 43, 
H. 4.) Itis very difficult with the tuning forks at our 
command accurately to test acuteness of hearing for tones 
of different height by the length of time in which the tun- 
ing fork is heard. In the length of time, we have no ab- 
solute measure for the relative duration of intensity of two 
tuning fork tones of different pitch; because the elasticity 
of the material and the shape of the fork influence its 
sounding for a greater or less period. Also, the fact that 
the intensity of vibration in tones of different heights may 
be mechanically measured, has not yet been put toa prac- 
tical test. Therefore, the writer desires to speak of a 
method which he has tested and which he would recom- 
mend for further tests. 

The writer makes a distinction between absolute acute- 
ness of hearing for tones of different pitch, and a relative 
hearing for the same. 

For the first test, the writer takes a tuning fork which 
vibrates in the beginning with a positive intensity, and 
swings it back and forth pendulum-like in an arc of about 
20 cm. in front of the external auditory canal, so that the 


sound penetrates at regular intervals; and continues to 


swing the fork, once a second, until sound is no longer 
heard intermittingly. This is the case when the intensity 
of sound has become so diminished that the duration does 
not admit of perception. When this is signified by the pa- 
tient, the diminished sounds should be allowed to enter the 
canal’in greater number, and writer intermits them by 
holding the fork in front of the ear for one second, and 
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then removing it a second; the tone will then be per- 
ceived anew. The duration in which the tone is heard 
again is positive for any tuning fork in normal hearing; 
but in impaired hearing fluctuates in minimum length, 


hut can invariably be established. Only those who are par- 


tially or completely deaf for tone, are exceptions. It is, 
however, important, especially for middle and high oc- 
taves, to convince one’s self that the tones are not per- 
ceived in the other or normal ear, and it is, therefore, ad- 
visable to close both ears and to test the ear under obser- 
vation when closed as well as open. 

By means of the length of time in which the tone is 
heard again (called by writer ‘‘die Restzeit’’) we have ob- 
jective control of the illusions of the patient. By reason 
of long experience, the writer recommends this method as 
practical. 

To test the relative acuteness of hearing for tones, the 
writer combines the two methods in this way (already pub- 
lished). Two tuning forks of different pitch swung alter- 
nately before the ear in the manner just described, until 
the tone is lost; when again held in front of a normal ear, 
both forks will be heard at equal distance. This will also 
be the case when the hearing is slightly impaired. Should 
it not be the case, then the forks will not be heard at equal 
distance in the normal ear. Thus in this simple method, 
we have an unfailing test for relative acuteness of hearing 
for tone. When one of the tuning forks is not heard in- 
termittingly, another of higher or lower pitch should be 
chosen. The greater or less difference in distance serves 
as a Measure to determine the’relative acuteness of normal 
hearing. 

Now, when such tests are made for diseased ears, the 
result will be found quite different from that obtained in 
tests for length of time. It willbe found that the number 
of cases in which relative impairment of hearing was sup- 
posed, has materially lessened. Also, in each test, one is 
quite independent of the material and shape of the tuning 
fork. For tests in bone as well as in air conduction, the 
writer tests for length of time, by placing handle of tuning 
fork alternately in contact with the skull for one second. 
Point of contact, mastoid near labyrinth; forehead or 
crown for C®, the teeth, ete. Alderton, 
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Treatment of Sclerosis of the Middle Ear with Thyreoidin 
Tablets. 


197. EITELBERG, A., Vienna. ( Archiv. f. Ohrenheilk., 
Bd. 43, H. 1.) Vulpius obtained good results in sclerosis 
of the middle ear by the use of the thyreoidin tablets, and 
Bruhl and Alt confirmed his statements after careful ob- 
servation. 

The writer reports 8 cases only; 4 men and 4 women; 
however, all private patients who had been under obser- 
ration for a number of years, and remained under obser- 
ration for months after the thyreoidin cure. All were 
very deaf, suffered with giddiness and tinnitus, had been 
treated with the catheter, etc., without result. Indeed, 
all had grown worse as years went by. Ages of patients 
20-36 years, one 50 years old; all of good constitution. 
with little or no heredity history. 

The writer uses exclusively the English preparation 
thyreoidin, and prescribes one tablet only each day. When 
there is the least disturbance of the general system, treat- 
ment is discontinued for 2 or 3 days. 

Eighty tablets were given in one case, 60 in two cases, 
30 only in two cases; in the remaining three cases from 40 
to 50 tablets. 

Two patients lost in weight while under treatment; 2 


gained in weight; in the other 4 no perceptible differenee. 


All patients agreed that appetite was better, and bowels 
more regular during and after treatment than before. 

During the thyreoidin treatment patients were treated in 
the usual way, by catheter, once or twice a week. Such 
treatment, however, has never led to good results. 

To speak of relative permanent improvement, the writer 
san only claim it in 3 cases. In a fourth, it was merely 
temporary. 

1. A woman under observation for 8 years, and deaf for 
7 years previous; suffered much with giddiness and tin- 
nitus; loud speaking only heard close to ear. Giddiness 
disappeared entirely; tinnitus almost entirely under thy- 
roidin treatment; loud speaking and conversation now 
heard. The improvement has continued for3 months. 

2. A man, 28 years old, under treatment for 10 years: 


hearing grew worse and worse; finally patient became 
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dependent upon lip-reading. Fifty tablets given; patient 
now hears correctly the middle register at a distance of 2 
mt., and in a hall of good acoustic quality can follow a 
good speaker without difficulty at a greater distance. 
Improvement has continued, without one relapse, for sev- 
eral months. 

3. A man, 50 years old, under observation since 1893. 
Chronic catarrh of naso-pharynx, tinnitus, deafness on 
both sides. Grew worse under treatment. In 1826 heard 
whisper at 40 cm.; 60 thyroidin tablets consumed, when 
there was great nervous excitement, and treatment was 
stopped. Noimprovement. But, in afew days, a change 
took place, and hearing gradually returned. Today, four 
months after treatment, patient can hear ordinary conver- 
sation at 7 mtr., and enjoys intercourse with his fellow- 
men. Patient has lost somewhat in weight. but is other- 
wise well. 

This brilliant exhibition proves that results from thyroi- 
din treatment may take place after an interval. The the- 
ory advanced by Vulpius that if a 2-weeks’ treatment is 
not successful, further treatment is useless, does not hold 
good. 

The writer, however, cautions against jumping at con- 
clusions, for a temporary improvement may take place, 
which may be directly traced to other causes. 

The writer thinks that, although the results already at- 
tained are not exactly alluring, it is well worth the trouble 
to continue experiments with thyroidin tablets. Careful 


and not over-hasty observation may lead to valuable con- 


clusions. Alderton, 
Adenoid Vegetation and Deaf-Mutism. 

198. FRANKENBERG. ( Aflantic Med. Weekly, January 
29, 1898.) In an examination of 158 inmates of a deaf- 
mute institute of Prague, 54} per cent. had adenoids large 
enough to fill the naso-pharyngeal space. Of 94 persons, 
56 were boys and 38 girls. Anomalies of the ear were 
found in 58 cases as follows: 

Plugs of wax, 24; chronic otorrhea with granulations, 
14; depression of the tympanum, 12; stenosis of the aud- 
itory canal, 1; atresia of the canal,1; foreign body in the 
canal, 1; synechia between the drum and internal wall of 
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the tympanic cavity, 1; hyperemia ot the drum, 4; dry 
perforation of the drum, 3; complete absence of the drum, 
following otorrhea, 4; polypi, 3; scar in the mastoid 
apophysis, after peritonitis, 1. Forty-two of these were 
pathologic modifications, more or less important, due 
chiefly to chronic suppuration and inflammations. Of these 
42 cases, 37 presented adenoid vegetations. 
Scheppegrell. 

On the Surgical Treatment of Deafness and Tinnitus. 

199, GARNAULT, P.. Paris, 1897; forty-four pages. Pub- 
lished by A. Maloine. (Reviewed by Dr. Zeroni in 
Archiv. f. Ohrenh., Bd. 43, H. 1.) Although operations 
on the stapes have hitherto been undertaken by few aural 
surgeons in special cases, and the results hitherto at- 
tained have not been such as to establish the value of said 
operations, the work before us speaks of a perfected 
method and surprising results. And this is the more as- 
tounding, because the broad surgical methods of this en- 
ergetic French writer are not generally known, and it ap- 
pears, have remained unknown even to his French col- 
leagues. Even now, it is evident that the writer does not 
intend to give his experiments to the scientific world. His 
work may be looked upon as a preliminary statement. 


The brief representations and the meager histories lead 
one to think that the paper is not designed for fellow otol- 


ogists. 

We learn briefly, that Garnault has done fifty-seven 
mobilizations by retro-auricular method in the stapes since 
1895; that whether the trouble was due to sclerosis or 
chronic suppuration, in nearly every case, permanently 
improved hearing resulted from operation. 

In a few (about ten) cases, we have a bit of history, 
viz: we learn that before mobilization of the stapes, there 
was ‘‘greatly impaired hearing,’’ and after, ‘‘marked im- 
provement,’’ ‘“‘great improvement,”’ or ‘‘thoroughly satis- 
factory condition.’’ Only once does the writer note: ‘‘No 
marked improvement in hearing,’’ and charges it to the 
apparatus of perception. 

Most important among the indications is the negative 
results of Rinne’s test. The writer makes light of the op- 
eration. ‘‘The operation is not serious.’’ In four days 
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(!) often on the second or third day (!!) the patient will 
be able to resume his ordinary occupation; be it noted, 
after reflection forward of the auricle, and the free open- 
ing of the tract. 

The writer is contented with curetting the niche of the 
oval fenestra, and with the instrumental mobilization of 
the stapes. Nevertheless, he is particular to emphasize 
that he has no hesitation whatever in removing the stapes 
entire. It is well known, he says, that one may remove 
the stapes in operation for chronic, offensive suppuration, 
without looking for affection of the labyrinth as a certain 
result. The writer really only lets the stapes remain, so 
that a future prosthesis may be established. Writer 
leaves the invention to his contemporaries, but he has sug- 
vested a name, viz., ‘‘Prothese Immediate.”’ 

Injury to the facial is excluded. Writer refers to Stacke, 
who did not have one case of paralysis in 100 operated 
upon. He also asserts that at Halle there have been no 
injuries to the facial since surgeons have become more fa- 
miliar with Stacke’s method. In this connection, we may 
observe that Stacke reports three cases of complete facial 


paralysis out of 100, and that similar cases do occur at 


Halle now and again; which are, to be sure, not the fault 
of operation or method, but are due to certain anatomic 
and pathologic conditions of the temporal bone. 

The works of other writers are very briefly mentioned. 
Panse’s new book receives notice in an addendum. It is 
doubtful whether the writer has read through Panse’s 
book. He expresses satisfaction that Panse agrees with 
his (Garnault’s) view, that the retro-aricular method of 
operation through the external auditory canal is to be pre- 
ferred. Where did he get that idea? 

The writer promises detailed histories of all his cases in 
2-3 years. We shall be curious as to whether he will then 
be successful in converting others to his optimistic views. 

Alderton, 
Phenomena Observed at Various Stages of the Operation for 

Section of the Incudo-Stapedial Articulation and Mobili- 

zation of the Stapes. 

200. GLEASON, E. B. (Jour. of the Aim. Med. Ass’in.) 
In each of the twelve cases reported no improvement fol- 
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lowed the mere incision of the drum head and the turning 
forward ofthe flap. Inno case did permanent injury to 
the auditory apparatus follow the section of the incudo- 
stapedial articulation and mobilization of the stapes. In 
those cases in which tinnitus existed, it disappeared after 
operation. There was, however, in only five cases a no- 
ticeable improvement of the hearing. In all the cases im- 
proved hearing to the watch invariably disappeared after 
afew months, probably as the result of the reformation of 
the adhesion. The operationis advocated only after other 
means have been tried. Scheppegrell. 
Bilateral Syphilitic Ulceration of the Auricle. : 
201. GoLpsTEIN, M..A. ( The Laryngoscope, January, 
1898.) The peculiarity of the case reported is that a ter- 
tiary syphilis involved both auricles exclusively, with no 
other trace of a syphilitic lesion or eruption. The patient, 





a negro of 25 years, had noticed about seven weeks before 
applying for treatment, small nodular masses gradually 
making their appearance on the right auricle, which in- 
creased until they were diffused over a large area of the 
concha and lobule, forming a confluent mass on the anter- 
ior surface of the auricle. A few weeks later, similar nod- 
ules developed on the left auricle. The infiltration was 
soon followed by softening and ulceration. 

Inspection revealed deep ulceration of the anterior sur- 
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faces of both auricles, involving lobule, concha, tragus, 

lower section of the helix, and extending slightly into the 

meatus on the right side; the left auricle presented the 
same Clinical picture in a slightly milder form. The en- 
tire surface of the ulcers were covered with a thick, dry, 
dirty-brown crust, the removal of which exposed a pro- 
fuse, yellow, creamy pus, of very offensive odor. After 
removing all scabs and crust, three deep, well defined, 
kidney-shaped ulcers with red bleeding surfaces, were re- 
vealed on the right side; two ulcers of a similar character 
on the left side. Although the chain of syphilitic ev- 
idence in his case was imperfect, it was corroborated by 
prompt response to anti-syphilitic treatment. 

Scheppegrell. 

A New Operative Method to Prevent the Re-Adhesion of the 
Handle of the Malieus to the Wall of the Labyrintn, Fol- 
lowing Synechotomy and Tenotomy of the Tensor Tympan 
Muscle. 

202. GRUNERT, Dr. ( Archiv. f. Ohrenh., Bd. 48, H. 2, 
u. 3.) Improvement of hearing and subjective disturb- 
ances often reached by tenotomy of tensor tympani mus- 
cle, but result only temporary. In a few weeks handle of 
malleus resumes former position, and functional results 
are lost. 

By the use of Siegle’s tube one can convince one’s self 
of the limited movement of the handle of the malleus. 
But, whether re-adhesion of the tendinous fibers of the 
tensor tympani muscle takes place also, eludes objective 
proof by means of existing methods for examination of 


the ear, and, so far as my knowledge goes, has {not been 


anatomically established by autopsies. It is, however, 
accepted by the greater number of specialists. In this 
re-adhesion one has regarded the original functional 
operation as a failure, and justly. Therefore, every pos- 
sible means have been sought to guard against such re- 
sult. Efforts, however, have not been satisfactory, but 
have rather led to injury, causing secondary infection of 
the mucous membrane, and suppurations fromiear. By a 
new method I succeeded in preventing the re-adhesion. I 
cannot speak of brilliant functional results, but I am con- 
fident of having solved the technical problem. 
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Method.—After making two incisions running parallel 
to the handle of the malleus, and reaching the margo 
tympanicus, in the anterior, superior and posterior quad- 
rants of the drum membrane, one introduces NSechorartze’s 
tenotome in the manner indicated by Schiartze into the 
posterior incision and severs the tendon of the tensor. 
Then, with the same tenotome, one cuts downward be- 
tween the handle of the malleus and the wall of the laby- 
rinth and severs the adhesion with saving cuts. When 
one can draw out easily the tenotome, and there is no ad- 
hesion remaining, a curved sound is introduced behind 
the handle of the malleus, and the latter is drawn into the 
canal until it attains a perpendicular downward direction, 
In this operation the malleus shows a decided tendency to 
draw away from the middle, and to approach the margo 
tympanicus; it is, therefore, advisable to introduce the 
sound into the anterior incision. 


Do we wish to gain a clear representation of the changes 
in the articulation of the malleus and incus, we may study 
a fresh temporal bone. The removal of the tegmen tym- 
pani affords us a view of the tympanic cavity from above, 


and we can follow each stage of the operation. We see 
that the tenotome severs the tendon of the tensor. After 
this act, the tendons lie so close together that one does 
not notice a gap, and is only convinced by the sound that 
there is a solution of continuity. At the moment when 
the curved sound seeks to bring the handle of the malleus 
into a more perpendicular position, the superior portion of 
the capsular ligament of the malleo-incudal articulation 
stretches, and when the handle is drawn firmly forward 
into the canal, the ligament is rent; when the handle is 
finally forced into the desired position we see that a sub- 
luxation has taken place, and the head of the malleus has 
changed its position. The incus remains in its original 
position, and there has been no change in the long process. 
Close examination with the magnifying glass failed to re- 
veal the slightest change in the articulation of the incus 
and the stapes. Between the ends of the severed tendons 
of the tensor a considerable diastasis has taken place. 
In our observations of the living, the handle of the mal- 
leus remained in the position given it in the operation. It 
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showed no disposition to return to its former position. 
With antiseptic tampons the drum membrane healed in a 
few weeks, and the handle of the malleus stood out in cone- 
like form above the level of the cicatrix. 

Noteworthy that, in the process of the healing, the chain 
of ossicles remained uninterrupted. 

Conclusions.—In all three cases thus operated upon, 
‘apid recovery. Cicatrix of drum membrane; handle of 
malleus remained in position given; a position which ex- 
cluded re-adhesion, and led to the probable conclusion 
that re-adhesion of the severed tendon of the tensor had 
not taken place. 

As for the functional influence of the operation, we see 
by the histories that in the first two cases there was marked 
improvement in hearing, which, however, was lost in Case 
I,,when acute suppuration followed cold in the head. No 
change in hearing in Case III. As the labyrinth was af- 
fected, such improvement not looked for. Subjective tin- 
nitus diminisned in intensity, and had intermissions. In 
Case I tinnitus completely disappeared after operation, but 
came on again with the acute trouble. 

We wish to repeat that this operation promises impor- 
tant functional results only under particularly favorable 
conditions. Only when deafness depends alone upon 
syndesis of the malleus, and there are no other complica- 
tions, may we look for results. Unfortunately, we have 
not hitherto been able to exclude from diagnosis all com- 
plications which would render an operation illusory; for 
instance, changes in the fenestra ovalis, the integrity of 
which is a condition sine gua non of result. Therefore, 
while we must acknowledge that under the circumstances, 
these functional operations of the middle ear only savor 
of an experimental procedure, we hope that, stimulated 
by our efforts, our colleagues will be disposed to test this 
operation in cases which appear favorable. 

Alderton. 


A Case of Bezold Mastoiditis, with Extension to the Posterior 
Part of the Neck. 


203. GUTTMAN. ( Archives of Otology, Val. XXVIII, No. 


1.) The patient, a man aged 21 years, had suffered with 


left middle ear suppuration for eight years. After con- 
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tracting a severe cold, the otorrhea became more profuse, 
and the auricle was pushed forward by swelling over the 
mastoid process. This swelling extended to and filled out 
the retro-maxillary fossa toward the sterno-cleido-mastoid 
muscle to a distance of about 2 degrees from the tip of the 
mastoid process. On examination the auditory canal ap- 
peared to be quite normal; there was no bulging of the 
posterior and upper wall. The Mt. had in greater part 
disappeared, and the mucous membrane of the middle ear 
was covered with small granulations. The mastoid was 
tender on pressure, and he suffered from pain over the left 
side of the head, particularly in the occiput. 

Operation was advised, and the antrum opened by chis- 
eling through sclerosed bone. The antrum was small and 
filled with granulations, but no pus found. The chiseling 
was continued down toward the tip of the mastoid, where 
the tissue was much softer, and going through the lower 
inner wall pus welled up, particularly when pressure was 
made over the swelling below. A probe showed the abscess 
cavity burrowing toward the cervical vertebrae, deep under 
the muscles of theneck. This cavity was opened, drained 
and packed with gauze. 

The healing of the wound proceeded without disturb- 
ance, otorrhea ceased and headache disappeared. 

Two and a half weeks after operation there suddenly 
developed intense pain in the right hand, with temperature 
of 103° F.; the hand began to swell, and there developed 
a deep phlegmon, which was promptly opened. Recovery 
otherwise was uneventful. Campbell. 

Cravitation Abscess Under Pars Mastoidea and Retro- 

Pharyngeai Abscess 

204. HauG, Munich. (Archiv. f. Ohvenh., Ba. 43, H. 
1.) Young man, 17 years old, good constitution, no trou- 
ble with ears. Bad catarrh’ of naso-pharynx in beginning 
May, 1895, which ran into otitis media acuta, with perfor- 
ation of left drum in four days. Treated by doctor with 
boric acid solution and powder. Suppuration nearly 
ceased in eight days, but pain in ear returned, accompan- 
ied by pain and swelling in mastoid, Complete deafness 
in left ear. Finally, patient could not turn his head, suf- 
fered intense pain and giddiness. Was sent to Haug. 
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Examination May 28, 1895: A little dry secretion in 
swollen canal; posterior wall depressed; drum membrane 
scarcely visible; lead colored and bulged with white 
shreds of epithelium, ete. Pre-auricular region much 
swollen and movement of jaw very painful; cannot turn 
neck, and head is bent as in torticollis, because of swell- 
ing and infiltration of mastoidregion. Infiltration of mas- 
toid hard, brownish-violet-red, extends from temporal, 
taking in entire throat region, diffuse about occiput, nearly 
to clavicle. Entire swelling diffuse; fluctuation only un- 
der mastoid; at angle of jaw swollen, painful glands fe! 
general condition bad; patient rather comatose; tem] 
39.9°; pulse 96-100; great difficulty in swallowing; exa 
ination of throat difficult; left palatine and tonsillar region 
more hyperemic than right; otherwise nothing. Paracen- 
tesis done immediately; large quantity of secretion; next 
day a great deal had run out, but general condition same 
and pain worse. Temp. p. m. 39.0; pulse 92-96. 
Operation on May 30, 1895. All the soft parts infiltra- 
ted; profuse parenchymal hemorrhage. Periosteum dark 
but adherent. Corticalis not broken through nor dense. 
On the removal of same with large hollow chisel (1.2 em. 
broad) a very pneumatic mastoid disclosed, full of se- 
cretions and granulations. Antrum about as large as a 
pea, held only secretion. The apex cell holds thick secre- 
tion, and with the sound one enters a large pouch, lying 
posteriorly and inferiorly from the apex of the processus. 
A second incision was made in the direction of the sterno- 
cleido mastoideus and slowly proceeding (infiltration was 
2} to 3 em. thick) to the fascia, until the posterior margin 
of the sterno-cleido-mastoideus was freely opened, letting 
out the pus gathered in the depth. Notwithstanding this 
procedure, only a slight remission of fever; then increased 
rapidly. Patient more apathetic; swallowing painful and 
diffleult; beginning asphyxia. The left half of pharynx 
beginning at hard palate, enormously swollen; palatine 
arch, tonsils, and retro-pharynx, formed a firm convex 
surface size of an egg. 


Two days after mastoid operation, another done in the 


throat. First incision in most prominent part of soft pal- 


ate; no result; likewise a second in the peritonsillar 
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swelling. Third was made in a sack like part posterior and 
inferior to tonsils seemed unsuccessful at first; but on en- 
larging the same to thedepth of over 2} cm. with a blunt 
instrument, thick pus ran out. In pus of gravitation ab- 
scess of pars mastoidea as well as in that of retro-pharyn- 
geal abscess, was found bacillus pneumonie. 

General condition improved rapidly. Fever fell to 30.6. 
Coma passed off; breathing easier at once, ete. During 
night considerable pus came away per os; temperature in 
morning 37.6°. Swelling in throat went down, also exter- 
nal swellings; breathing deep and quiet. Evening temp- 
erature 37.6°; pulse 72. The abscess in throat healed rap- 
idly and perfectly; appetite returned and abundant nour- 
ishment taken. 

Infiltration and swelling of external parts went away 
slowly. Bandage changed fourth day after operation; 
patient could turn head almost without pain. Third band- 
age twelfth day (every bandage soaked with secretions) 
when great improvement was noticed. Secretion dimin- 
ished in superior wound canal; in inferior incision no more 
secretion after fourth bandage, and wound soon closed. 
Meatus dry after fifth bandage; drum closed; hearing dis- 
tance 150 ctm. for whisper. Complete recovery in six 
weeks; hearing nearly normal. 

Remarks: Notable in our case is the extraordinary ex- 
tent of the hard infiltration as far as the occiput. Prob- 
ably the semicircular canal protensore tympani played the 
role of conductor between the middle ear and pharynx. 

This sequela to otitis media purulentais rare, but should 


warn the practitioner to exercise great watchfulness., Op- 
eration should not be too long delayed. A timely incision 


on right spot may save the life of the patient. 

Writer wishes to add a case of acute otitis media with 
complication of typical torticollis. 

Medical student: Acute exudative otitis media in spring 
of 1896; soon rigors, with high temperature at night, and 
great stiffness of neck. A colleague regarded case as tor- 
ticollis rheumatica. 

Examination: Drum membrane thickened, but much 
bulged out, pale red. Mastoid very sensitive at apex, but 
little infiltration. Neck inclined toward affected side 
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much pain if turned or bent otherwise. Paracentesis done 
immediately; thick purulent secretion ran out; symptoms 
disappeared, even the torticollis, the next day; no more 
rigors; no further suppurations. Alderton. 
Further Contribution to the Clinical and Pathologic Anatomy 
Histology) of Neoplasms of the External Ear. 

HAuG, Munich. ( Archir. Ja Ohrenh., Bd. 48, H. 1.) 

Case I.—Myxo-cysto-fibroma of the cartilaginous canal. 
Man, 38 years of age, with tumor in canal. Tumor had 
grown slowly for four years. Never suffered pain: scanty 
discharge for six months; hearing never noticeably im- 
paired. Tumor the size of a small plum, projecting from 
left meatus; color partly pale red, partly purplish red; 
tumor of stout texture, looks like an old fibrous polypus, 
which has been exposed to the air along time; scanty. fe- 
tid secretion in meatus; exact location of tumor cannot be 
determined on account of size. 

Operator fortunate enough to remove entire tumor and 


pedicle with the cold snare. Hemorrhage not important; 


site of origin of tumor found to be the posterior superior 
wall of cartilaginous meatus, near the border of the bony 
eanal. The insertion, 4 mm. long, and half as broad, 
thoroughly scraped: surface of drum membrane cloudy, 
but intact. 

Tumor measures 2} em. in length: hard at the base, but 
elastic at the periphery. When cut in two, a sero-san- 
cuinolent fluid escapes, and tumor loses in volume. Two 
communicating cavities were opened. Microscopically: 
The entire tumor is covered with epidermis, which is very 
thick in parts, and has a very complicated layer of pa- 
pilla. The outer layer of epidermis is in great part quite 
horny. Next tothe papille in parts, a rather stout, fi- 
brous, subcutaneous connective tissue, with occasional 
fissures. Cell elements are connective tissue cells. 
Toward the center of tumor these fibrous filaments sep- 
arate, and we finally have the type of an edematous fi- 
broma. Here and there irregular deposits of round cell 
elements; very few vessels. Into this edematous fibroma 
a type of embryonic connective substance forces its way, 
containing the elements of new growth. This may be ob- 
served in the outer layers, while the inner take on the 
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character of true myxoma. In these inner radii, we ob- 
serve cavities, and in partslymph fissures in these cavities. 
Two of these central cavities have reached such a size that 
they may be classified as cysts; filled with thin serous 
fluid, they lent elasticity to the tumor. 

Case II.—Cylindroma of the cymba conche: Patient. 
woman 65 years old, noticed tumor about as large as a 
small cherry, twelve years ago; partly removed by cau- 
terization ten years ago. A mole formerly on the place. 
After cauterization, remaining part grew quite steadily. 
June 1, 1897, tumor considerably larger than a pigeon 
egg; directly in front of right canal, completely filling the 
hollow of the auricle; color livid bluish red; tumor di- 
vided in three by two furrows; no ulceration. June 3, 
1897, tumor removed with knife and scissors. Had grown 
fast on all sides of the perichondrium; largely attached to 
the cymba conche, and particularly to the introitus mea- 
tus. Consistency much softer than at first supposed. 
Complete removal only possible by incision of the lobule. 
By means of a few stitches the shape of the auricle, as 
well as that of the cymba conche restored. Complete 
healing for granulation, June 20. 

Microscopic examination shows tumor overgrown along 
the periphery by thin layer of epidermis; in the basal 
retro cells much pigment; the layer of papilla only hali 
developed in many places; in others, more marked. Fur- 
ther, a sparse stratum of connective tissue. Then begins 
the type of neoplasm. Cells are all fine and well defined. 
of all sizes and forms. The stroma rather meager in con- 
nective tissue. All the cells covered with hyaline mem- 
brane. Such was the appearance of the tumor through to 
the excised cartilage. Cartilage not altered; perichon- 
drium rather thickened and infiltrated. 

What shall we call it? It is solely a question of endo- 
thelioma or a plexiform angiosarcoma with hyaline degen- 
eration: 7. e., epitheliomatoid Cylindroma. 

But as we do not recognize that proliferation of the cell 
conglomerates stands in relation to the endothelium of the 


lymphatic vessels or passages; and that such condition is 


not pronounced in the arrangement of the cellular trabe- 
cule, because each individual group is surrounded by a 
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clearly defined hyaloid membrane, which in many places 
proceeds from the vessels, so that the adventitia exper- 
ienced hyaloid degeneration; we may conclude that we 
have to do with cylindroma. It is often dificult to distin- 
guish histologically between endothelioma and plexiform 
angio-sarcoma. In the present case, it was only possible 
under considerable enlargement, which showed the hy- 
abrid degeneration of the adventitia to be very pronounced, 
and the development of the stroma to be unusually weak. 

Now, as to clinical prognosis, we believe that the tumor 
will take a malignant character in probable relapse. Not 
only does the enormous cell element point to it, but also the 
weak stroma, and indications of epithelial type in the cel- 
lular new formation. 

Do we know the origin of this neoplasm? It is probable 
that it was only a small nevus, which was metamorphosed 
by cauterization. 

At any rate, we have to do with a rare neoplasm, and so 
far as I can recollect, it is the first cylindroma in otological 
literature, confirmed by histological observation, up to the 
present time. 

Case III.—Large polypus proceeding from the edge of 
the drum membrane. (Myxofibroma with partial layer of 
eartilage): Man, 39 years old, discharge from ear for 
several years. Large movable polypus which filled the 
meatus, and projected far beyond. Rather hard consist- 
eney; color bluish red; secretion scant but offensive. 
Polypus removed two years previous, but soon began to 
crow again. Tumor removed with snare; measured 2} 
em. in length, and conformed to shape of meatus, 

Base 4 mm. at adhesion to anterior half of drum mem- 
brane, Remainder of membrane in condition of granular 
myringitis. On inflation, visible rounding of drum without 
sound of perforation; no secretion. Hearing distance, 7 
mtr. for whisper. Stump simply cauterized with chromic 
acid and dried with tampons. No further secretions; 


myringitis granulosa also speedily disappeared. Ten days 


later, drum membrane had resumed normal form and color. 
Point of adhesion showed only a brown spot. 

Histological: Tumor reduced to 2 em. in preparation; 
presented an appearance of angio-myxo-fibroma. Tumor 
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covered in greater part with well defined and well devel- 
oped pavement epithelium with fine formation of rete. In 
many places, funnel-like involutions with cylinder epi- 
thelium. Principal interest centers in two cavities. They 
are quite covered with a kind of capsular connective tis- 
sue, quite intersected by leucocytes. The cavities are 
almost, not quite, filled with well defined masses, fibrous 
along the periphery and hyaloid near the center, contain- 
ing distinct cartilaginous cells. 

Several cases of polypus of the ear with osseous or car- 
lilaginous tissues have been published. However, the ap- 
pearance of cartilage in polypus, especially of the exter- 
nal ear, is rare. As these cartilaginous tissues were 
found at the basilar end of the tumor, very near the inser- 
tion, and surrounded by capsular connective tissue abund- 
antly provided with round cells, we may conclude that 
such tissues stand in direct relation to the neoplasm, which 
proceeded from the fibro-cartilaginous partof the annulus 
cartilagineus; thus, small portions were cut off, and then 
made prolific by the tissue of the neoplasm; this is indi- 
cated by the cystic sequestration as well as by the action 
of the capsular connective tissue upon the depending cell 
infiltration. We have before us a comparatively rare poly- 
pus which, without intervention of an otitis media pur- 
ulenta, had its origin in the drum membrane and its adja- 
cent parts. The remarkable size of this polypus is also 
notable. 

Case IV.—Elephantiasis auricule dextre. Lympho- 
angiofibroma with hyperplasia of the cartilage and peri- 
chondrium: Girl, 20 years old. Whooping cough ten 
years ago, with hemorrhages from the ear, and oozing of 
blood from the auricle. Since then, the earhas gradually 
increased in size; no injury, but parts of auricle always 
inflamed; intermittent pains; no glandular swelling. July 
4, 1897: Left auricle normal, very small and delicate. 
Right auricle measures, length from spina helicis to lob- 
ulus, 12} em. Across from outer edge of helix to anti- 
tragus, 7em. Width of lobulus to the inferior end of tra- 
gus, 4}cm. Circumference of entire auricle, 23cm. Di- 
ameter of lobulus region, 2.4 cm., in the superior parts, 


1.3to1.7cm. In place of the fossa intercruralis a large 
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flat promontory. Cymba conche stillindicated. The color 
of entire auricle violet-red, particularly the back. Car- 
tilage very thick, and in the neighborhood of lobulus has 
the appearance of true elephantiasis. On the posterior 
surface along the periphery several tough, wart-like pro- 
tuberances. Lymphorrhea cannot be established; how- 
ever, on lobulus, dilated vessels, from which hemorrhages 
have proceeded, particularly about the opening for ear- 
ring. 

Histological examination of part of organ removed, 
shows lymphangioma with cavernoma. Under the very 
dense epidermis, we come upon a number of enlarged and 
dilated lymph sinuses. 

Next the stratum of connective tissue. The endothle- 
ium is also in proliferation. There is preponderating de- 
velopment of the vascular division. Throughout the en- 
tire tumor numercus groups of round cells. 

(/onclusion.—There must have been frequent inflamma- 
tory reaction between the perichondrium and the tissues 
which cover it; probably erysipelas. As a result, there 


was dilatation of the lymph and blood vessels, and finally 


enlargement of the entire organ by elephantiasis. By 
reason of clinical purposes, the changed appearance of 
the epidermis, and histologic discovery, there can be no 
question that it was a case of acromegaly. 
Alderton. 
A Case of Internal Ear Deafness Following Mumps. 

206. JOLLYE. ( Archives of Otology, Vol. XXVII., No. 1.) 
The author relates the history of a girl aged 13 years, who 
was convalescent from a mild attack of mumps. On getting 
ut of bed in the morning, she fell down and was unable 
to arise, owing to severe giddiness. She complained of a 
diffuse pain over the right side of the head. On examina- 
tion the pupils were found of equal size, and reacted to 
light. She had perfect use of her limbs, but in the right 
ear there was total loss of hearing, shown by tests with 
watch and tuning fork, both by air and bone conduction. 
cular examination showed no changes in the middle ear. 

After an interval of some weeks, subcutaneous injec- 
tions of nitrate of pilocarpine were tried. The first ‘dose 
was , gr., and the daily dose gradually iucreased, till on 
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the tenth day } gr. was given. This dose was continued 
every day for another week, when the patient first stated 
that she could hear the watch when pressed upon the mas- 
toid. Two weeks later the watch could be heard 2 or 3 
inches away from the ear, and in an examination made 
after an interval of five months, the hearing on both sides 
was perfect. Campbell, 

Case of Complete Deafness on Both Sides Appearing Three 

Days After a Fall on the Occiput. 

207. KAUFMANN, D. ( Wiener Med. : Vienna Medical 
Journal, 1897, 1-4; reviewed by Haug, Archiv. f. Ohrenh. 
Bd. 43, H. 1.) Boy, 13 years old; hearing normal; fell 
on the occiput during gymnastic exercise; retained con- 
sciousness; violent pain in head and great giddiness. 
Able to return home with escort; there seized with vomit- 
ing, giddiness and headache. Boy able to go to doctor’s 
office, and in course of two days symptoms called for bro- 
mide prescription; third day boy became totally deaf, 
suddenly. Examination in the course of a few days re- 
vealed in the right parietal bone a fluctuating, painless 
swelling, about 3 cm. high, covered with normal skin. <A 
three-cornered piece of the os par. 2 ecm. long by 1 cm. 
wide, was depressed lcm. Skin of the regio-mastoidea 
somewhat discolored. Brain and nervous system in nor- 
mal condition. Examination of ear revealed lack of anes- 
thesia; no sign of injury. Patient had sound perception, 
but could not hear vowels or words loudly spoken close to 
ear, nor through earphone. Vibrations of tuning fork 
could be felt, but neither high nor low tones heard by air 
conduction. No giddiness with eyes open, but a rapid ro- 
tary motion when eyes were closed. 

Puncture of the swelling disclosed light red, bloody fluid, 
which did notrun. During the course of treatment the 
giddiness disappeared; also the swelling by reabsorption ; 
the depression righted itself; the left ear remained deaf, 
but the right improved, so that from 7 to 9 days after in- 
jury, vowels and words could be heard one-fourth mtr. No 
further improvement attained through treatment with pil- 
ocarpin, iodin and strychnin. Tuning fork lateralized on 
right. Absolutely no perception for high or low tones. 

Kaufmann seeks to account for the labyrinthine affec- 
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tion on both sides by.the sudden pressure brought to bear 
through the trauma, and the spreading of this to the peri- 
lymphatic tracts, and thence by means of small consecu- 
tive hemorrhages to the parietes of these tracts. In con- 
sequence of the hemorrhages, there were disturbances of 
nutrition, and deafness. Alderton. 


Acute and Chronic Caries and Necrosis of the Mastoid; 
Pachymeningitis Externa;Epidural Abscess. 

208. KNAPP, H. (Jour. of the Am. Med. Ass’n., March 
19. 1898.) The grippe is a frequent cause of acute mas- 
taid caries. In the first case reported, which was one of 
tympano-mastoiditis, resulting from grippe, there was 
rapid destruction of the interior of the mastoid and caries 
of the whole tip, tables and interior. The total removal of 
the tip in such cases is the best guarantee of a quick and 
permanent recovery. 

The second case, a man of 59 years, was one of acute 
mastoiditis with extensive caries. Recovery followed the 
operative removal of a necrosed tip. The third case, a 
man of 48 years, was one of acute mastoiditis, which was 
not operated upon and which resulted in death from epi- 
lural abscess and meningitis. The fourth case, a man of 
35 years, suffered from acute caries of the mastoid and 
pachymeningitis; and the fifth case, a woman of 25 years, 
from acute mastoid empyema and perisinusitis with cere- 
bral symptoms. In both of the latter cases, recovery fol- 
lowed surgical intervention. 

These, and four other cases reported, form a series of 
progressive, acute and chronic destruction with extension 
nto the cranial cavity. The ¢ase which received no sur- 
gical treatment ended in death by epidural abscess, while 
the other cases in which timely and sufficient operations 
were performed, recovered. Sche ppegrell, 


Case of Meningitis Serosa Cured by Operation. 


209. KRETSCHMANN. ( Munchener Med. Woch., No. 16. 
LS96: review in Archiv Tr Oh ive nh.. Bd. 43. H. 4.) The 


writer had a case under observation in which symptoms of 


extensive cholesteatoma of middle ear were connected with 
other symptoms pointing to intercranial complications. 
Radical operation disclosed benignant thrombus in sinus, 
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and was, therefore, supplemented by trepanning of cere- 
bellum and lobus temporalis, without finding the supposed 
brain abscess. However, the cut in the dura with pres- 
sure set free a large quantity ofserous fluid. Improve- 
ment in brain symptoms after operation. Fourteen days 
later with cessation of the profuse secretion of liquor cere- 
brospinalis, new brain symptoms appeared, more serious 
than before operation, but after a time disappeared, with 
the reappearance of the profuse secretion. Later the pa- 
tient made a complete recovery. 

The idea that meningitis serosa may cause these appear- 
ances cannot be rejected, but the writer goes too far, when 


he says there was no doubt about it. One may confront 


him with his own words,, for, a few lines further on he 
states, that many cases clinically regarded as meningitis 
serosa, could not be positively confirmed as such, because 
there was no autopsy, or else there was cure. This viewis 
the more acceptable, but we do not see why Kretsch- 
mann’s case can be confirmed more than others. The 
symptoms described may have arisen from the middle ear 
affection and the sinus thrombosis, and later from attacks 
on the brain. 

That the case took a favorable course and termination 
after trepanning, although there was no secretion found in 
the brain, may be differently interpreted, and has been 
differently explained, But a satisfactory solution can 
only be reached in the future. Alderton. 
Further Results in Treating the Ears by Massage Methods. 

210. LAUTENBACH, L. J. (Jour. of the Am. Med. Ass’ in., 
March 16, 1898.) The author applies the pneumo-massage 
method, not only inthe chronic, but also in acute cases of 
tympanic and even mastoid disease, at the earliest possi- 
ble moment. He considers this method as the means of 
displacing most of the operations on the ossicles, as by it 
mobilization of the ear structures can usually be produced, 
and when this fails, it will be the differential factor in se- 
lecting those cases in which an operation is to be consid- 
ered. 

(The objection to the various forms of pneumo-massage 
is, that most of the effect is exerted on the flaccid parts of 
the tympanic membrane. and but little on the rigid parts 
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of the ossicular chain which forms the real object of the 
manipulation. As itis a harmless method, however, eas- 
ily operated and from which good results have been ob- 
tained, it should be given a trial in selected cases. —SCHEP- 
PEGRELL. ) Scheppegrell. 


The Relation Existing Between 8right’s Disease and Certain 
Ear Symptoms. 


211. LAuTENBACH, L. J. (Jour. of the Am. Med. 
Ass’n., March 26, 1898.) The author reports two cases in 
which there were tinnitus aurium,. diminution of hearing 
and irregularity in walking, which the author believes to 
be due to disease of the kidneys. Matters retained 
through the defective action of these organs might pro- 
duce a toxic irritation of the filaments of the nerves of 
hearing as they spread out in the labyrinth. Structural 
changes may also be brought about in the nerve filaments 
through an albuminous exudation with its secondary de- 
generative changes similar to those produced in the retina 
in the condition known as retinitis albuminurica. 

(In the first case reported, however, the patient was in- 
jured about the head by a fragment of an exploded shell, 
which might more easily explain the symptoms described. 
—SCHEPPEGRELL. ) Scheppeqrell, 

Traitment d’Urgence de |’Otite Moyenne Aigue. 

212. LERMOYEZ. (La Presse imed., 1897, No. 16: 
Archiv f. Ohrenh,, Bd. 43, H. 4.) The writer urges the 
necessity of prophylactic treatment in cases of otitis media 
acuta, to be conducted in the following manner: 

1. The patient who has cold in the head should be 
careful not to add to it. 

Nasal cavities to be antiseptically treated. 


2 
3. Quinine to be taken, and also a laxative. 
1, 


Putting drops into the nose should be strictly avoid- 

ed; blowing the nose should be done with care 

Patients who cannot breathe freely through the nose 
must receive special treatment. 

Three conditions which make an attack of otitis dubious: 

1. Passing to suppuration. 

1. Retention of pus. 

3. Secondary infection through sfaphylococeus. No 
vesicant on the mastoid; no emollients. 

Treatment before suppuration: 

5 
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1. To quiet the pain, dropping carbolated glycerine 
(1:10 or 1:20) into the external auditory canal; also these 
drops, put in as hot as possible, is recommended: 

Aq. earbolis (1:100) - - 10.0 
Cocain mur. - - - 
Atropin. sulfur, - - 
Absolute repose for ear; noinjections; no Politzerizations. 

2. Warm compresses of boracic solution or of pheno- 
salyl solution from 1 to 500 in the auricle or in the region 
of the mastoid, in order to promote reabsorption. If the 
pain continue, ice to be applied to the mastoid; carbolated 
glycerine as hot as possible in the canal; warmth inter- 
nally, cold externally. 

3. Analgesics: Chloral as a sleeping draught, but no 
opium, which causes congestion of the head upon awaken- 
ing. 

4. Derivatives: Saline aperients, hot foot baths, etc. 

5. Antiseptic treatment of nose and mouth; gargles 
and painting the pharynx. 

6. In fever or other disturbances repose on bed with 
head elevated, cool room; in any case the patient should 
keep to his room for several days, and avoid all risk of 
congestion. 

- If, at the expiration of forty-eight hours there is no im- 
provement, paracentesis must be done. 

During suppuration secondary infection must be held in 
check by continued antiseptic treatment of nose and throat. 
Air should be blown in twice a day and some antiseptic 
fluid dropped into the canal twice a day; in between, car- 


bolated glycerine and antiseptic gauze. In case the per- 


foration closes too soon, renewed paracentesis. 
Alderton. 


Observations Made in the Caisson of the New East River 
Bridge as to the Effects of Compressed Air Upon the 
Human Ear. 

213, LESTER AND GOMEZ,New York. (Archives of Otol- 
ogy, Vol. XXVII., No. 1.) These observations were made 
on intelligent individuals, who were able to give accurate 
and reliable statements. With one exception, all were ex- 
amined prior to their entrance into the caisson. The 
hearing was tested by means of the watch, the whisper, 
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speech, Politzer’s acoumeter, Galton’s whistle, the lower 
tone limit, Weber’s test and the Schwabach or the test for 
absolute duration of bone conduction. 

The observations are given. in detail and the following 
conclusions formulated: 

That for aerial and bone conduction the reaction of the 
tuning forks is markedly diminished, this being especially 
true of the higher notes. 

That bone conduction is affected to a greater degree 
than aerial conduction. 

That this is probably due to a hyperasthesia of the laby- 
rinth or some analagous disturbance, the effects of which 
are more pronounced on the lower portion of the cochlea. 

That the hearing power both for aerial and bone conduc- 
tion is reduced directly in proportion to the atmospheric 
pressure. 

That the lower tone limit was unaffected, being 16 D.V. 
in all cases, both before and after entering the caisson. 

That there was no lateralization in Weber’s test, it being 
negative in all the cases before and after entering the 
caisson. 

That certain vowel and consonant sounds are heard with 
difficulty, or not at all. For example: In one case the 
letters P and G were not heard at all; in another, C andG 
were not heard; another case failed to hear G and L, and 
still another failed to hear A and B. 

That the hearing distance for the watch decreased in all 
cases in the ratio of nearly 1 to 20. 

That the effects of the aforesaid labyrinthine disturb- 


ances persist for varying intervals—from twenty-four to 


forty-eight hours—in persons not accustomed to the action 
of compressed air. 

That a pressure of one-half an atmosphere is sufficient 
to cause depression of the drum membrane. 

That a pressure of two atmospheres causes marked dis- 
turbance of the drum membrane, accompanied with con- 
gestion of the malleoler piexus and of the membrana flac- 
cida. 

That in some eases this depression is sufficient to cause 
displacement of the ossicular chain and persistent tinnitus. 

That in descending into the caisson—while in the ‘‘lock’’ 
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—there is great danger of the drum membrane being rup- 
_ 5 4 i 


tured, if care is not taken to perform Valsalvi’s experiment. 


That persons suffering with coryza,a slight cold or con- 
gestion of the naso-pharyngeal mucous membrane from 
any cause, must not attempt to enter the caisson. 

That this has been found to be equally true of persons 
who have been accustomed to entering and re-entering 
the caisson for years. 

That persons affected with chronic ear disease, espec- 
ially the sclerosing types, must likewise avoid entering the 
caisson. 

That those affected with labyrinthine disease, especially 
if the semicircular canals are involved, should be cau- 
tioned not to enter the caisson, owing to the great dan- 
ger of vertiginous symptoms occuring while in the ‘“‘lock.”’ 

That the effect on the heart and general circulation is 
such as to render it dangerous for those with a weakened 
or diseased circulatory apparatus to enter the ‘‘lock’’ or 
-aisson. 

That the action of the heart is accelerated, the radical] 
pulse being increased from 70, or thereabouts, to 120 beats 
a minute. 

That persons of a hyperasthetic or neurotic temperament 
should avoid entering the caisson. 

That the compressed air offers sufficient resistance to 
prevent whistling, especially the high notes. 

That the atmosphere of the caisson, although generally 
humid, causes extreme dryness of the fauces and all ex- 
posed mucous surfaces. Campbell, 

Significance of Lumbar Puncture in Diagnosis of Otitis 

With Intracranial Complications. 

214. LEUTERT, E. ( Munchener med. Wochenseh., 1897. 
Nos. 8-9; reviewed by Haug, Archiv f. Ohrenh., Bd. 43, 
H.1.) In an unusually exact‘and interesting account of 
11 (12) closely observed cases, Leutert expresses the opin- 
ion that lumbar puncture should be exclusive, and should 
not enter into the diagnosis proper of meningitis; it is 
more particularly valuable in diagnosis of sinus thrombo- 
sis alone, or the same in connection with brain abscesses. 
The 11 cases (a 12th added later) in Schwartze’s clinic, in 
which lumbar puncture was done, are thus classified: 2 
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simple suppurating meningitis, 2 meningitis purulenta 
with sinus thrombosis, 1 meningitis purulenta with brain 
abscess, 1 epidemic meningitis, 1 meningitis serosa, 1 
sinus thrombosis, 1 perisinus abscess, 1 sinus thrombosis 
with capsular meningitis and brain abscess, 1 sinus throm- 
bosis with brain abscess. No therapeutical effect was at- 
tained, and @ priort not expected. (1 Exitus five minutes 
after the puncture.) However, the negative result of the 
puncture enabled Leutert to deduce many truths in con- 
firmation of his theory, viz., that (suppurating) menin- 
vitis must be excluded when there is clearly ever increas- 
ng fluid matter, together with total or nearly total ab- 
scence of polynuclear leucocytes. This is of unusual value 
n two-fold diagnostic relation; we may exclude menin- 
citis in cases already diagnosed as sinus thrombosis or 
brainabscess and thus do the necessary operation earlier 
han would be possible otherwise. And again, in steady 
igh fever that may be traced solely to inflamn ation of 
he ear (acute inflammation of the tympanum excepted) 
ve may with certainty make a diagnosis of sinus throm- 
sis. Thus, inlumbar puncture, we possess a diagnostic 
gvent,of undoubted value. Alderton, 
Periauricular Abscess in Furuncle of the External 
Auditory Canal. 

215. LEUTERT, ERNST. (ulrehir f. Ohrenh., Bd. 43, H. 
{.) That large abscesses may form in furuncle of the ex- 
ernal auditory canal, break through the posterior wall 
nd appear in the mastoid is well known. Writer thinks 
sufficient importance has not been given to the probability 
i such abscess being mistaken for affection of the mas- 
id. Differential diagnosis not easy in such cases. 
Writer believes such breaking from furuncle to mastoid 
egion is of more frequent occurrence than supposed; and 
lso the furuncle breaking through the inferior wall of ca- 
nal may result in abscess of the fossa retromaxillaris. 

In four of Leutert’s cases, furuncle broke through the 
thin connective tissue joining the osseous and cartilagin- 


sus canal. This place, as well as Santorini’s fissure, partic- 


larly favorable. Diagnosis of empyema of the mastoid 


vas held to until the opening at the apex proved that a 
nistake had been made. Writer thinks that one will now 
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concede that differential diagnosis between furuncular ab- 
scess and affection of mastoid is not easy. Fortunately, 
the matter is not of any great practical significance. 
Should’ a mistake be made in diagnosis, light will be 
vouchsafed in operation’; and, if at the same time the mas- 
toid be diseased, the patient will suffer no injury. The 
mistake may, however, lead to grave consequence, ac- 
cording to circumstances. Particularly when the true 
nature of the case being unknown, case may be used as a 
counterproof to writer’s contested theory; that fever which 
holds for several days in affection of mastoid invariably 
points to affection of sinus. Temperature in cases cited 
ran up to over 39°, which writer has never observed in 
acute empyema of mastoid without sinus complication. 

It therefore appears that furuncular abscess demands a 
particular position in the pathology of the ear. 

Now, what are the distinguishing symptoms of value in 
differential diagnosis of furuncular abscess and mastoid 
affection? First, the situation of the abscess. Those 
which break through the posterior wall of the canal to the 
mastoid may be recognized because the redness and swell- 
ing will be most pronounced in the region of the primary 
collection. The groove between the auricle and the mas- 
‘toid will be found at the point of exit, or when there is none 
above the plane of the mastoid. Also, the breaking 
through the inferior wall to the throat may be distin- 
guished in this wise: The principal swelling will be found 
in the fossa retromaxillaris. The principal swelling of the 
gravitation abscess which has its origin in the mastoid, 
will be found above the sterno-cleido-mastoideus. There 
are rare cases in which such an abscess proceeding from 
the mastoid may extend tothe parotid, and then the sit- 
uation makes differential diagnosis impossible. Great 
pain in the auditory canal when the furuncle has not yet 
broken will naturally facilitate diagnosis. 

A very important diagnostic agent is the fever. It is 
much higher than that which accompanies subperiosteal 


abscess, proceeding from the mastoid. It may be distin- 
guished from the fever which is a symptom of perisinus © 
abscess, and which generally falls within twenty-four 
hours after abscess is emptied: In periauricular abscess, 
fever continues for several days, and even rises, 
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Another valuable diagnostic symptom is the frontal 
headache, which is, perhaps, caused by the high fever. 
Nevertheless, it has a certain value in differential diagno- 
sis, because violent headache is rare in pyemic fever, and 
in affections of the mastoid and epidural abscess, it is ex- 
perienced in the corresponding side and not in the fore- 
head. 

In doubtful cases, the contents of the abscess seem of 
value to the writer. Both the abscesses in the fossa retro- 
maxillaris contained a little fluid pus, but principally gray- 
ish fibrinous masses of dead tissue. The contents of the 
furuncular abscess of the ear was, to be sure, principally 
pus, and so it would appear that the character alters. But 
the contents above described would make the diagnosis 
sure, for such masses would not be confounded with the 
necrotic particles of lymphatic glands or other tissues 
found in other abscesses. 

The negative discoveries in the mastoid would appear to 
be of especial value in diagnosis. However, differential 
diagnosis between furuncular abecess and abscess of the 
lymphatic gland induced by inflammation is often difficult. 
Whether bacteriological examination (which writer. un- 
fortunately, did not make) would be valuable, is doubtful. 
In one case of periauricular abscess, mastoid intact, 


writer found staphylococcus albus in pure culture, which 


coincided with Schimmelbusch’s experiments. In this 
case, also, the temperature was high, 39.1° two evenings 
in succession, when incision was without result; two days 
after successful incision, fever gradually fell. 

Wrtter feels that the symptomatology which he has 
sought to present has too slender a foundation to claim 
acceptance as a firmly established fact. He hopes, how- 
ever, that this communication will serve to awaken inter- 
est, and he deemed this publication necessary because of 
his theory of otic pyema, already published. 

Alderton. 


Contribution to the Causistry of Foreign Substances in the 
Tympanic Cavity. 

216. LipPERT. ( Archiv ff Ohrenh., Bd. 438, H. 2-3.) 

Patient, an adult; ignorant of entrance of foreign sub- 

stance into ear. Chronic otitis media, swelling and red- 
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ness of regio parotidea dext.; profuse fetid suppuration 
from ear; caries of anterior wall of canal. After incision 
of the gravitation abscess in the parotid regien, fever dis- 
appeared, but paresis of facialis appeared. Eight days 
after operation, grave general symptoms (sensorium be- 
numbed; pulse 120, temperature 37.3°) myosis, swelling 
and pain in ball of thumb. Later, redness of left knee 
joint, left planta pedis, left shoulder joint, right elbow, 
right hip, sacrum; color of these places resembled pete- 
chie. After the petechie had disappeared, about one 
month after the incision, a broken bit of a match, about 1 
cm. long, (very fetid) came away in process of cleansing; 
shortly after another piece 29 mm. long, came away. 
Then slow recovery; cessation of suppuration; cicatrix of 
right drum membrane. Four and a half months later, se- 
vere pains in right ear, suppuration from right ear, grav- 
itation abscess on ascending ramification of maxilla; five 
days later, sudden death. 

Post-mortem: No brain abscess, but acute meningitis. 
Abscesses on the inner surface of the M. sterno-cleido- 
mast., communicating with cavum tympanum. No for- 
eign substance in tympanum, no perforation of tegmen. 

Alderton. 
Ghronic Suppuration Otitis Media with Extensive Destruc- 
tion of the Mastoid Process and Temporal Bone. 

217. LOMBARD. ( Ann. des mal. de Lar.. d’ Oreille du 
Nez. et du Phar., March, 1898.) A man of 26 was suffer- 
ing from suppuration of his left ear. No external symp- 
toms over the mastoid could be found. Yet headache, 
fever, deafness for whispering, granulations in place of 
the drum membrane, were accepted as indications for a 
radical operation, This was done December 12. Feb- 
ruary 2, the patient was discharged with ‘‘almost no’’ sup- 
puration from his ear. Holinger. 

What Can be Accomplished by Treatment of the 
Eustachian Tube. 

218. MARSHALL, G. M. (Jour. of the Am. Med. Assn., 
March 19, 1898.) Stenosis of the eustachian tube is re- 
sponsible for a very large majority of cases of chronic tin- 


nitus aurium, as well as chronic deafness. The syste- 
matic use of bougies in the eustachian tube is of marked 
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benefit in these cases. The bougies should be antiseptic- 
ally cleansed and smeared with a three per cent. ointment 
of lanoline and nitrate of silver, and should rest from 
twenty to thirty minutes within the eustachian tube, the 
application being not oftener than twice a week. The 
bougie should be measured, to see that it does not ad- 
vance more than 33 millimeters. On account of the del- 
icate nature of the eustachian tube, this method should not 
be practiced by careless or unskilled hands. 
Sch ppegre i. 

Diseases of the Mastoid—Their Course and Treatment. 

219. MILBURY, FRANK S. (Jour. of the Am. Med. Assi, 
April 30, 1898.) After referring to the anatomic features 
of the middle ear and mastoid, the author states that pri- 
mary mastoiditis is very rare, only a few cases having 
been reported. Secondary periostitis, however, is quite 
frequent and is due to acute chronic middle ear suppura- 
tion or necrosis, the process extending outward from the 
tympanum until the mastoid cells are reached. If oper- 
ative measures, such as a brisk purging, ice bags, Leiter’s 
coil, etc., are not successful, operative interference must 
be resorted to. The following are the indications laid 
down by Politzer and others for operative interference: 

1. Painful inflammatory infiltration of the covering of 
ths mastoid process, especially if an accompanying nar- 
rowing of the meatus, or obstruction of the tympanum by 
granulations renders it probable that a septic condition ex- 
ists in the mastoid process. The operation becomes im- 
perative when there is high fever and signs of meningeal 


irritation, and when the symptoms in the mastoid process 
. . 


have repeatedly occurred and resisted all antiphlogistic 
treatment. 

2. Spontaneous pain in the mastoid process, increased 
by pressure and accompanied by bulging of* the posterior- 
superior wall of the meatus. 

3. Persistent or occasional remittent pain in the mas- 
toid process, with marked tenderness, even if there be no 
swelling of the external integument, and no apparent ob- 
struction to the escape of discharge from the tympynic 
cavity. 

{, When cholesteatoma existing in the tympanic cavity 
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cannot be removed, or after its extraction with the mal- 
leus and incus the condition is not improved by careful ir- 
rigation. 

5. Fistulas in the mastoid region and gravitation ab- 
scess below it. . 

6. Extensive caries and necrosis of the posterior osse- 
ous wall of the meatus. 

7. In all cases of middle ear suppuration, during which 
symptoms of meningeal irritation or of: incipient sinus- 
phlebitis make their appearance. 

8. Continued septic suppuration in the attic, the symp- 
toms remaining unchanged after removal of the malleus 
and incus, and several months’ energetic treatment, even 
if there are no general symptoms excepting an offensive 
otorrhea. , 

9. Pain in the mastoid process developing in certain 
rare cases of connective tissue hypertrophy, in osteo- 
sclerosis, and in osseous scars after the healing of a mas- 
toid operation. 

The usual mastoid operation is then described in detail. 

Scheppegrell. 

A Case of Antro-Tympanic Disease and Bezold’s Mastoid 

Abscess, Complicated with Extra-Dural Abscess. 

220. Ouston, T. G. ( British Medical Journal, Jan. 22, 
1898.) Patient was a well developed girl of 15, giving a 
history of discharge from left ear for 12 years, with pain 
in the head, and for last two months gradually increasing 
swelling in the neck, which was fluctuating-and in places 
red and edematous. 

An incision was made behind the sinus of the ear, giv- 
ing exit to a mass of pus and blood-stained debris. The 
bone separating cavity from mastoid antrum was fairly 
firm, and on cutting through this a second pus cavity was 
found, not communicating with the first. A small loose 
sequestrum of bone was removed from above and behind 
antral opening, revealing a cavity between the dura mater 
and the bone. Nothing further was done for fear of car- 
rying infectious material into the cavity into which a drain- 
age tube was inserted. 

Ten days later patient complained of ‘‘seeing double,’’ 
and‘an examination revealed a complete paralysis of left 
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external rectus muscle, semi-dilated, slowly reacting 
pupils, slight left facial paresis, almost complete paralysis 
of left arm, and absence of patellar reflexes. Added to 
these was an intense neuro-retinitis of both eyes, rather 
greater on the left side. + 

Patient improved gradually, and one year later the left 
eye showed a deterioration to distant vision of 6/24, a 
partial atrophy of the optic nerve, and a few white patches 
in the neighborhood of the papilla. There was also a 
slight otorrhea. Loeb. 


The Pathologic Changes in the Middle Ear Occurring During 
Measles, and the Clinical Features of These Cases. 

221. Prinest, A.O. ( Pediatrics, Vol. V, No. 3, 1898.) 
A girl of 6 years had passed through an ordinary attack 
of measles, when suddenly she developed high fever. 
Three days later, as the child complained of slight pain 
in the ear, this was examined and the drum found to be 
red and bulging, spontaneous rupture taking place, with a 
free discharge of pus. Under antiseptic irrigation the 
child made a complete recovery. 


em ° ° ° ° ° ° 
From a bacteriologic standpoint. it is probably that in- 


fection of the ear originates from the naso-pharynx. 
From 44 autopsies made by Tobeitz, Habermann and 
others, we learn, first, that severe cases of measles rarely 
if ever run their course without involvement of the middle 
ear, probably of both sides; second, that the inflamma- 
tory process usually runs its course without subjective and 
often without objective symptoms, and only now and then 
leads to spontaneous perforation of the drum. 
Scheppegrell. 
The Treatment of Chronic Suppura’ive Otitis Media. 
222. PIERCE, NoRVAL H. ( New York Medical Journal, 
March 12, 1898.) After referring to the pafhologic pro- 
cess which induces suppuration in the tympanic cavity, 
comprising the micro-organisms involved,.their routes of 
invasion and the conditions which prevent their escape 
and destruction, the author states that the first condition 
met with in chronic as well as acute otilis media is drain- 
age. Injections are rarely needed; the canal of the ear 
is cleansed by means of sterilized cotton pledgets, and 
then packed with iodoform, sublimate or boric gauze. A 
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3 per cent. nosophen gauze also proves a non-irritating 
and antiseptic packing, and has the advantage of not be- 
ing decomposed by high degrees of heat. The dressing 
should be changed daily. Few cases demand irrigation, 
and where the discharge continues after a month’s treat- 
ment by this method, operative interference is usually re- 
quired. Scheppegrell. 

Actual Status of Our Knowledge of Rarefaction of Air in the 

External Meatus, and of Massage of the Ossicles. 

223. POLITZER. ( Ann. des Malad. du Lar. dev Oreille, 
du Nez et du Phar., April 8, 1898.) Politzer states first 
some historical facts, including an account of some ex- 
periments made by Moos, Bezold and himself. Finally 
he speaks of Delstanche’s refractor. 

In moving the membrane and the ossicles there is a 
change of pressure in the labyrinth not exceeding 1 mm. 
of mercury. The advantage of rarefaction of air in the 
external meatus is reported in diagnosis of changes of the 
membrane, adhesions, scars, atrophies, adhesions of the 
ossicles. It helps the diagnosis of suppurations of parts 
of the attic. If the pus is very thick, or if from the rear 
upper part great quantities of pus appear, the diagnosis 
of suppuration of the mastoid cells must be made. Even 
hidden polypi may be drawn into the field of vision. Ina 
case of extradural abscess, where at the operation the di- 
agnosis could not be made, and where, after healing of 
the wound, the symptoms persisted, the location of the 
pus was found with this method. The suction is of great 


benefit, when the tympanic cavity is divided by scars, and 


air in politzerization cannot enter into every part. In a 
number of catarrhal affections, and even in nervous deaf- 
ness, it was of great service, as well as in subjective 
noises, dizziness and even in some cases of Meniere’s dis- 
ease and aural epilepsy. 

Compression of air in the external meatus may be used 
as a diagnostic help, as in perforations of the tympanic 
membrane; the ‘‘noise of perforation,’’ or rales in accu- 
mulations of fluid may be heard with a rubber tube insert- 
ed in the nose, The mucus or pus, after paracentesis, 
may be forced from the middle ear through the tube into 
the naso-pharynx by inserting a Politzer bag into the ex- 
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ternal ear and slightly compressing it. In the final chap- 
ter the author treats of the massage of the tympanum; 
that is, of alternate compression and rarefaction of the 
air in the external meatus. He explains a number of in- 


dications and diseases where massage is of great benefit. 
1 


They do not materially differ from what we know from 
other authors. He adds the new use of massage in 
chronic suppurations of the- middle ear, and as far as the 
most distant cells. 

At the end of the interesting treatise he recommends care 
against too frequent use of this beneficial method. 

Hlolinger. 
Ceneral Pathological Relations of Middie Ear Affections in 
Early Childhood. 

224. PonFick. ( Berliner Med. Woch., 1897, No. 38: 
sirchiv f. Ohrenh., Ba. 53, H. 4.) Stimulated by observ- 
vations made upon his own children, in whom certain dis- 
turbances of the digestion appeared to be connected with 
and dependent upon suppurating inflammations of the ear, 
the writer undertook in a series of systematic sections to 
make a particular study of the general pathological influ- 
ences of affections of the middle ear in childhood. He 
speaks in his work of sections from 100 children under 4 
years of age; nearly three-fourths of the number belong- 
ing to the first-year of life. Of 6 children, who had net 
sufferei infectious processes (congenital weak heart, der- 
matitis, ete.), only 1 had a normal tympanum. The 5 
others had otitis purulenta; 75 children who died of acute 
infectious diseases; 65 of the number classified thus: 1, 
acute infectious dermatitig (furunculosis, ery psipelas) ; 
2, diphtheria; 3, scarlet fever; 4, inflammatory infections 
of the lungs; 5, purulent meningitis: 6 and 7, gastroen- 
tertitis infantum. Only 7 of these 65 children had a nor- 
maltympanum; 58 had grave inflammations, the exuda- 
tion sometimes serous, but generally pus (8 times one side, 
50 times both sides). Very interesting are the contribu- 
tions to the intermittent relations between gastroenteritis 
and pneumonic collections made prominent by writers. 
The writer asserts that both disturbances of the respira- 
tory as wellas the digestive organs may arise or may 
shortly follow the one or the other, from acommon source, 
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namely, the ear. Ten cases, which could not be classified 
in these groups, and in which the autopsy gave negative 
result, aside from a slight swellingof the spleen, had im- 
portant changes in the ear alone. Ponfick comes to the 
conclusion that sucklings who live in doubtful outside con- 
ditions of life, run as great a risk through purulent in- 
flammations of the middle ear, as through inflammation of 
the fauces, tonsils, or even laryngo-tracheitis and bron- 
chitis capillaris. Among 19 children who died of chronic 
infectious diseases (16 tuberculosis, 3 syphilis congenita) 
only one had a normal tympanum. Among the 100 child- 
ren only 9 had normal tympana. Changes in the mucous 
membrane were most marked in the region of the ostium 
tympanicum tube; the exudation in the plurality of cases 
was of the nature of pus. Ponfick could not establish a 
regular connection between the nature of the exudation, 
and the other bodily disease. He thinks that just in this 
connection instability is the rule. The exudation was bac- 
teriologically examined in isolated cases only, and such 
examinations conducted several hours after the post-mor- 
tem, have not the value of a fresh examination; what will 
result from a tympanum so filled with secretion? He states 
that not in 5 per cent. of all ears thus examined is there 
perforation of the membrana tympani. Further, he as- 
serts that such otic affections are to be accepted not only 
as local, but as general diseases. Continually do the toxic 
products of the otitis enter the plasmic masses. This ac- 
ceptation is justified by the general feverish condition, the 
frequent enlargement of-the spleen, the symptoms of de- 
generation, particularly in the kidneys and liver, intesti- 
nal disturbances, etc. Among the methods by which 
spontaneous exit may be afforded the pus, he gives high 
rank to the eustachian tube. At the same time he recog- 
nizes the pathplogical conditions under which such a 
method for the exit of pus cannot be warranted. 
Alderton. 
Trephining of the Mastoid for Mastoid Disease. 

225. PRINGLE, J. K. ( British Medical Journal, Jan. 15, 
1898.) The details of this case are not different from 
those of the usual form of mastoid abscess. After tre- 
phining the mastoid antrum and cells, and establishing 
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free drainage, the temperature which had ranged from 
100° to 103.2° F., fell to’ 99°, though otherwise his symp- 
toms did not improve. Six days after the operation, it 
again rose to 102.6°, and later it was 103.9, while his 
condition was practically unchanged. Examination re- 
vealed the presence of optic neuritis and engorgement of 
the retinal vessels. Two weeks after the operation, inas- 
much as the symptoms indicated the presence of pus, 10 
c. c. of antistreptococcic serum were injected, followed on 
the next day, and four days later by injections of 5c. ec. 
each. Within a few days the temperature became normal 
and all symptoms improved He was discharged in a 
month with no symptoms present except slight thickness 
of speech and slight paralysis of the upper eyelid. 
Loeb. 

Hair-cells of the Acoustic and Ampullar Areas of the Ear. 

226. RANDALL, B. A. (Jour. of the Am. Med. Ass’n., 
February 12, 1898.) In spite of all attacks upon it, the 
theory of Helmholtz, as to the function of the cochlea in 
the perception of musical tones, stands without reasonable 
alternatives. The stiff radiate fibres of the basilar mem- 
brane, increasing manifold in length and tenuity from the 
basal to the apical turns, are like so many harp strings 
(24,000 by some estimates) attuned to vibrate to sounds of 
every pitch audible to man. Upon them rest the hair- 
cells, fitted to convey to the sensorium all recognizable 
variations of pitch; and pathological research enables us 
to predict cochlear lesions which are found in the lower or 
upper part of the cochlear turns, according as there was 
loss of perception for high or low tones. Noises of mixed 
or unmusical character are probably perceived in the dif- 
ferential portions of the vestibular saccule and utricle. 

Most authorities admit that the function of the semi- 
circular canal pertains to equilibrium, and not to audition. 
As the water in a glass remains nearly unmoved while the 
glass is rotated rapidly around it, so the movements of the 
head rotate the semicircular canals upon their contained 
columns of fluid, making in one or more of the canals vir- 
tual currents reverse of every motion. 


(While the semicircular canals probably take a prom- 
inent part in equilibrium, it is extremely doubtful whether 
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this takes place by means of the currents of contained 
fluids in these canals. Capillary attraction and adhesion 
are generally so strong in a canal of such minute charac- 
ter and of such short length, that the molecules of fluid 
would change place only by the most violent movements 
of the head, while the real function of equilibrium in the 
normal condition is of a most delicate character.—SCHEP- 
PEGRELL. ) Scheppegrell. 
Otomyasthenia.—Muscle Deafness. 

227. RUMBOLD, THOMAS F. ( Cinn. Lancet-Clinic, Jan. 
8, 1898.) Two causes of deafness not generally recog- 
nized are paralysis agitans of the ear muscles, and a de- 
bilitated condition of these muscles which prevents them 
from selecting and amplifying sounds normally. Persons 
so affected usually have normal hearing as far as distance 
is concerned, but where there is the necessity for selection 
and amplification, as when a number of persons are speak - 
ing, the ear organs are unable to perform the task. 

Dr. Rumbold believes that the subjective symptoms in 
otomyasthenic deafness proves that the function of the 
middle ear is to collect and amplify such sounds as the 
listener desires to hear most distinctly, showing that the 
ears have muscles of accommodation analogous to those 
of the eyes. Sche ppreell 

Otic Brain Abscess of Left Lobus Temporalis. Trepaning. 
Recovery. 

228. RUPPRECHT, Dresden. (Annual Report of the So- 
ciety for Natural and Medical Science, at Dresden, 1897, 
p. 61. Archiv. f. Ohrenh., Bd. 43, H. 4.) Girl, 7 years 
old, with chronic otorrhea (cholesteatoma) on left side. 
and inflammatory edema; taken about the middle of No- 
vember, 1896. Eclampsia, headache on left side, somno- 
lency. No fever. November 21, free exposure of middl 


ear spaces; no improvement in cerebral symptoms. No- 


vember 23, operation on the posterior cranial fossa, done 
by Dr. R. Panse,’with negative result. As external suppu- 
ration and sinus thrombosis were excluded, operation of 
trepaning done on November 26, by Rupprecht, assisted 
by Panse. Diagnosis of abscess on left lobus temporalis 
from following symptoms; 

1. Absence of rise in temperature. 
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2. Symptoms of pressure: Headache, somnolency. neu- 
ritis optica, slow pulse. 

3. Focal symptoms: Paresis of left oculomotorius, am- 
nesic aphasia. 

Rupprecht cut 1.5-2 cm. above the auditory canal a 
small hole in the squamosa, and proceeding down- 
ward with the bone forceps, to the exposed cavities of the 
middle ear cut away, the bore, together with the 
tegmen tympani. The exposed dura pulsated. <A super- 
ficial puncture, directed upward in the re; 


gion Of the tege- 


men tympani, and which cut transversely the dura 1 cm. 
at once set free about 1} dessertspoonful fetid secretion 
with streptococci. Drainage. Rapid improvement of 
cerebral symptoms; controlled 9 months after operation. 
Otorrhea not healed. Alderton. 


On Burns of the Meatus Auditorius Externus, and of the 
Membrana Tympani. 


229. Scuwipop, Dr. O., Karlsruhe, B. (AArehir. f. 
Ohircnh., Ba. 43, H. 4.) One would suppose that so pow- 


erful an agent as tinctura iodin would have a highly dele- 
terious effect upon the membrane and the deep portions of 
the canal, especially when the membrane was already af- 
fected. But in the following case it was not so. 

Herr I. M., 35 years old: merchant. March, 1897, 
ovitis media of left ear; result of influenza. Writer obliged 
to allow patient to treat himself; tincture of iodin pure 
for painting the mastoid, and warm drops of ichthyol 
glycerin in theear. April 13 patient’s wife by mistake, 
dropped iodine instead of glycerin into the ear. In 6 min- 
ites patient experienced intolable burning in ear, Con- 

inctiva strongly injected; a sudden violent catarrh on 
ef: side; pain extended to throat; head ‘‘quite con- 
fused:’’ no toothache; no change in mucous membrane 
#f nose and pharynx. Entire canal and membrane very 
vellow. 

All these violent symptoms disappeared in an hour. In 
three hours ear unchanged; slightest pressure on tragus 
and moving the auricle very painful; no pain in mastica- 
tion. Hearing unchanged. 

Twenty-four hours later all disturbances had vanished; 
head clear; no pain even on pressure. 
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In lateral portions epidermis hung in shreds, but in the 
deeper portions and in the membrane no redness or in- 


flammation, no blisters. Inflation did not cause pain; 
moderate secretion; hearing distance 4 mtr. 

Four days later (April 16,) new formation of epidermis 
in cartilaginous canal; drum membrane unchanged. 

Rapid healing also of previous otitis media catarrhalis; 
patient discharged well in May. Hearing distance 5 mtr. 
for whisper, even in the noisy street, therefore normal. 
No change later. 

Notable that the latteral parts of the canal, which are 
subjected to all possible influences without injury, should 
have reacted at once and so strongly under the iodine, 
while the membrane, which is generally so sensitive to 
simple influences (cold water, etc.), should have remained 
unchanged. Alderton. 


Acute Myringitis. 


230. SrIss, R. W. (Journal American Medical Ass’ i. 
March 19, 1898.) Simple inflammation of the drum mem- 
brane may be caused by disease of the external auditory 
canal, of the Eustachian tube, of the middle ear, or by 
direct injury from foreign bodies, irritating fluids, etc. 
Hemorrhagic myringitis is rare, and the writer has not 
seen more than 20 cases in 2,000. Suppurative inflamma- 
tion of the membrana tympani may occur from septic dis- 
ease of the middle ear, or of the external auditory canal, 
and in rare cases is purely primary. In the latter cases, 
a true abscess occurs between the layers of the drum, 
which may break outwardly with or without complete per- 
foration of the membrane. 

In desquamative inflammation of the drum, it is impor- 
tant to entirely clear the aural fundus of the decomposing 
masses, as they may develop further irritation. 

Scheppn grell, 
Fracture of the Cartilages of the External Ear. 

231. SomerRS, L. S. (.Vew York Medical Journal, Jan. 
22, 1898.) The most frequent cause of injury is a blow 
on the ear. In advanced years there is frequently an ex- 
cess of calcium salts in the cartilage, which renders it less 
resistent to traumatism. This was the condition in the 
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case reported, in which a woman of 41 years was struck 
on the left auricle by a large shuttle flying from a loom. 
As there was no loss of cutaneous covering, and no way 
in which the parts could become infected by pathogenic 
micro-organisms which would cause septic inflammation 
of the ear, the ear healed without treatment. 

Scheppegrell, 


Ossiculotomy in Chronic Suppuration of the Middle Ear. 


932. Stucky. J. A. (Journal American Medical cAss’ an, 
March 26, 1898.) The chief object of ossiculotomy is the 
removal of all caries bone, cleansing thoroughly the attic 
and tympanic cavity, and the establishment of free drain- 
age. The summary of the results in the cases operated 
upon is as follows: 

In 30 cases suppuration ceased and the hearing im- 
proved from 10 to 20 per cent.; all uneasiness in ear and 
head were relieved. In 4 cases the suppuration stopped 
entirely for several months, then returned, this being due 
to formations of granulations, which were easily destroyed 
and the patient relieved; no improvement in the hearing. 
In 2 cases the results were negative, so far as relief of 
suppuration or improvement of the hearing, the fulness 
and dizziness were relieved and suppuration lessened. 
These cases were afterward found to be tubercular. In 11 
cases the incus could not be found, and only a part of the 
malleus. In the 25 remaining cases, the entire portions 
1f the malleus and incus that remained were removed. In 
no case was the ossicle involved, the greatest amount of 
1ecrosis being observed in the incus. Sche pyr grell, 

Traumatic Lesions of the Ear. 

233. SZENES, SIGISMUND, Budapest. ( Archiv f. Ohvenh., 
id. 43, H. 1.) Impossible to present a typical repre- 
‘ntation. Several cases which appear noteworthy. 

Case I.—November 20, 1890, merchant, 30 years old, 
resented himself. Three and a half months previous had 
en thrown out of a carriage; unconscious: carried to 

spital; gaping bleeding wound on left parietal bone; 


) perceptible fracture; remained unconscious for forty 


urs; slowly recovered in six weeks; slight continued 
‘morrhage from left ear for nine days; hearing in left 
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ear much impaired, also in right ear from otorrhea of 20 
years standing; constant tinnitus on left side. 

Left drum membrane normal; on the right cicatrix of 
anterior inferior quadrant. Right ear, watch heard 10 
em.; tuning fork, bone conduction only for low, air con- 
duction as well for high tones. Left ear, total deafness 
for watch and whisper. Politzer’s acoumeter felt, not 
heard by B. C., C, C', C? also; C*® C+ ‘‘a’’, lateralized 
from right to left mastoid; Weber lateralized to right for 
all tones. Rinné negative to right. 

Diagnosis: Cicatrix of right drum membrane after 
chronic suppuration of tympanum; left deafness in conse- 
quence of commotio labyrinthini. Scar on left parietal 
bone 3} cm.; no mark in external canal to explain hem- 
orrhage; absolutely no trace of possible rupture of drum 
membrane; three and a half months had passed since les- 
ion, therefore, eventual improvement could not be certain, 
so patient did not ask for treatment, and case valuable 
only from a diagnostic standpoint. 

Cases II. and III]. similar and therefore, not reported. 

Case 1V.—Called on August 18, 1893, to see man 32 years 
old, (merchant) who had fallen from a tram car and run 
over by rapidly passing wagon. Carried unconscious to 
hospital, from thence home, in same condition; accident 
in early morning; aurist called in evening, because of 
hemorrhage from left ear; commenced at time of accident, 
slight through the day, profuse at night; patient lay on 
back with eyes closed; moved now a foot, then a hand: 
did not answer questions. 

Examination revealed in left external canal dry blood 
clots and flowing blood, which removed, revealed the rup- 
ture way up on the wall of canal, near drum membrane. 
Inferior portion of membrane more covered with blood than 
superior; although examination was difficult, perceived 
that handle of malleus was not in proper shape or place: 
hearing distance could not be tested; so diagnosis of fam- 
ily physician, ‘‘commotio cerebri with probable fracture 
basis cranii’’ was endorsed, and firm tamponnage ordered 
for recurring hemorrhage. 

Patient unconscious twelve days; in bed two months: 
not fully recovered for three or fourmonths. Much head- 
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acho and giddiness. Suppuration from left ear, which 
ceased in five to six weeks; treated by family physician; 
syringing, etc. Writer again saw patient when fully re- 
covered; could discover no cicatrix in canal, but the han- 
dle of malleus was in two unequal pieces, (the inferior 
three times as large as the superior) which had grown to- 
cether to form an angle, and there was a crescentiec de- 
posit of chalk in the drum membrane. Hearing much im- 


paired; watch only ad concham; whisper 20 cm.; C and 
C', B. C. only; C*, C*, C*, “a”, A. C._alao; Weber tun- 
ing fork from head, lateralized on left side: Rinné pos- 


itive for high, negative for low tones. Writer saw patient 
again in one year. He was able to follow his calling 
with profit; impaired hearing remained stationary. We 
have here, incontestably,fracture of the wall of the canal, 
and of malleus, which united after a five to six weeks sup- 
puration from tympanum. Impaired hearing attributed to 
‘hanges in tympanic cavity; no appearance of trouble in 
labyrinth (no tinnitus, no giddiness, etc.) Writer might 
‘xclude eventual lesion of inner ear (did he not wish to 
accept it) which disappeared with improvement of general 
cerebral symptoms, leaving no trace. 

Case V.—A colleague, who stumbled over some steps in 
the dark, and ran the end of his spectacle frame some mm. 
into the posterior wall of the right auditory canal. Rather 
profuse hemorrhage ensued. Writer could see wound and 
‘ould introduce sound 2} mm. but could not feel a frac- 
ture. Hearing not impaired, and no serious symptoms 
save scant, persistent hemorrhage, which ceased with 
faithful employment of tampons, and wound healed. Case 
only cited to show that fracture of bone should not be 
taken for granted, when hemorrhage from ear follows fall 
or blow. 

Case VI.—Child 2 years old, fell from table; hemorrhage 
rom right ear as result of fissure in external canal; 
narked labyrinthine symptoms; vomiting two or three 
imes a day, and for several days constant tumbling over 
vackward. Hemorrhage ceased on third day, but wound 

tinued to suppurate, and child pronounced recovered 
nly on 23d day. This was in November, 1892; writer has 
ince seen child at long intervals; recovery permanent. 
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Case VII.—July 30, 1894, consulted by a colleague; ten 
years ago acute tympanic suppuration, which became 
chronic in spite of special treatment. Specialist advised 
removal of supposed carious malleus; suppuration ceased 
after operation; recommenced in course of a few weeks; 
giddiness when ear syringe was used. 

Writer found in right auditory canal fetid secretion; ear 
carefully syringed; on anterior superior wall, near the 
edge of the nearly totally destroyed drum membrane, 
three isolated polypoid proliferations, as large as a pin 
head. Writer removed growth, and during operation 
found bone suspicious. Sound now introduced into reces- 
sus epitympanicus; more small, bleeding proliferations 
and caries. Writer wished to wash out superior tympanic 
cavity, but had only used a few drops of lysol solution 
with very gentle pressure, when patient complained of 
faintness. Conducted 4 m. to couch, and as soon as he 
lay down was seized with giddiness, and in one or two 
minutes vomiting, which was repeated numberless times, 
although he lay flat upon his back. Cold perspiration 
came out over whole body, pulse became weak; was 100 
at first, but dropped to 56; patient did not lose conscious- 
ness, but could not draw deep breath; oppression of heart. 
Two injections of camphorated ether given; various posi- 
tions for head tried to avert vomiting; finally succeeded, 
when patient was placed on left side with head rather 
high. This position for threé and a half hours; if posi- 
tion were in the least changed, giddiness and vomiting re- 
turned. Nothing to be done but to have patient carried 
to hospital in same condition; vomited several times on 
the way, last time next morning at the hospital. Able to 
leave bed on fifth day. No fever while at hospital. Writer 
regards symptoms described as result of shock to the 
labyrinth. 


Writer told patient of the gravity of his condition and 
urged radical operation. Patient went home, arranged 
his affairs, and consulted Schwartze at Halle, who con- 
firmed the writer’s diagnosis and undertook operation. 
Patient did not remain there until perfectly recovered. 
Writer has had several letters from patient, who says: 
“That aside from a scant secretion (for which he uses 
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gauze every other day) he is quite well.’’ In proof of his 
regained equilibrium, he says that he has been riding a 
bicycle for three months, and often covers 30 km. without 
fatigue. Alderton. 

An Apparatus for the Coustant and Even Aliternation of 

Tone Height. 

234. STERN. (Verhandlungen der physical. Gesellsch. 
zu Berlin. XVI. Jahrg., No. 4. Arehir f. Ohrenh., Bad. 
13, H. 4.) Consists of a bottle which may be blown upon 
by means of a flattened glass tube attached to the top. 
This communicates with a second vessel of similar form, 
(variator). Both may be filled from beneath with mer- 
cury from a glass cylinder. The contents of the cylinder 
may be alternated and proportionately estimated by an 
arrangement with piston, pivot, screw and cog-wheel. By 
means of this apparatus it is possible to alternate the 
height of tone of the vessel when blown upon, in a wide 
register; also the rapidity of alternation is even; also the 
tone-height reached may always be readily estimated. 

Instead of the air bladder, an air pump of 3-6 atmos- 
pheric pressure with a valve attached to the stop-cock, is 
used. 

With this apparatus may be demonstrated: 

1. Slow and rapid modification of tone. 

2. Sound waves. 


3. Differences in tone. 
| 


Gradual transposition of consonant intervals. 
Alderton. 

Estimation of Number of Vibrations in Very High Tones. 

235. STUMPF, C., AND MEYER, M. ( Alnnalen du Phusik 
u. Chemie., New Foly .Bd. LXI, 1897: ulrehi Je Ove nh., 
Bd. 43, H. 4.) The writer tested 3 Galton whistles, 2 by 
Edelmann and 1. by Bezold; also a series of whistles 
manufactured by Appunn, Jr., and a series of small tun- 
ing forks by Appunn, Sr., in order to estimate their tone- 
height by means of the method in use for observing dif- 
ference in tone. Details of the tests may be read in the 
riginal. 

All the tests made revealed considerable difference in 
the number of vibrations as stated and as estimated by 
experiment. 
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Exact functional tests of hearing distance are most im- 


portant in scientific otology in order to determine the 


highest and lowest registers of hearing, and also the con- 

tinuity of tone. Therefore, a decision is eminently desir- 

able. Alderton, 
Lymphangeio-Sarcoma of the External Auditory Canal. 

236. COHEN TERVAERT AND DE JOSSELIN DE JONG. ( <lr- 
chir. f. Ohrenh., Bd. 48, H. 1.) Sarcoma of the ear rarely 
met with. Sarcoma of the external auditory canal is very 
unusual. Asch, in his comprehensive work, tells of 10 
cases of sarcoma of the auricle; 3 cases of sarcoma of 
external auditory canal. Dench communicates 3 cases of 
sarcoma of the external ear, and in 1 only did the neo- 
plasm proceed from the wall of the auditory canal, filling 
it, and likewise the tympanic cavity. 

Therefore, writers consider a case of lymphangeio-sar- 
coma of the auditory canal worth publication. Cohen 
Tervaert made the observation and did the operation. De 
Josselin de Jong made microscopic examination and gave 
histologic diagnosis. Observation the more warthy of 
publication because of plexiform sarcoma of the ear con- 
necting with the endothelium of the lymph sinuses has 
not been described. The nearest approach to it is Haug’s 
plexiform angio-sarcoma, which had its origin in the peri- 
thelium of the blood vessels. 

Patient, a lady 57 years old, otherwise in good health. 
Under observation 3} years previous for swelling in left 
auditory canal. Removed completely with the sharp spoon 
and cauterization. Tumor examined, and by him recog- 
nized as lymphangeio-sarcoma. 

January 10, 1897, the patient came again to de Jong. 
Swelling again in left canal, although at last examination, 
6 months before, canal was normal. Tumor found at en- 
trance to bony meatus occupying superior half of lumen; 
hard, white, sinewy; broad insertion; the inferior edge 
convex. A thin speculum easily passed between tumor 
and inferior wall; medial portion of canal and drum mem- 
brane normal. No swelling of lymphatic glands. No 
pain; slight defect in hearing. Operation done on Janu- 
ary 31. Removal by external canal did not seem practic- 
able, because cicatrix might have grown fast to bone,or ne- 
oplasm might have attacked bone. 
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Auricle cut around and integument of canal lifted out. 
There was no adhesion to the bone, nor had the tumor affect- 
ed the bone. On thecontrary, the periosteum was perfect. 
Tube slit across on the side of the tumor, and tumor easily 
removed with scissors, bringing bits of cartilage with it. 
Tube dressed with iodoform gauze, wound sewed 
bandaged; result favorable: wound healed soon: 
August tube open, and no sign of relapse. 

Anatomic conditions: Tumor prepared in usual 
Under slight enlargement seen to be a plexiform ne 
in the subcutaneous Gell tissue. The circumy 
furunculi are now united in groups, again are 
runners sent out in the connective tissue: in many place 
along the periphery of tumor isolated cell groups, the f 


of cells corresponding to the main part of tumor. Epi 


thelium normal, also the glands when they do not touch 


l 
+I 
I 


the neoplasm. Where such is the case, there is naturally 
atrophy. No inflammation, no secondary cell-prolifera- 
tion to be seen in stroma or connective tissue. In the 
center of the cell-furunculi a delicate lumen, and in many 
of the isolated groups the same well defined, partially in- 
vested with expanded cells of endothelium, or with true 
tumor cells. 

Under great enlargement this delicate lumen of the iso- 
lated groups seem to be almost exclusively invested with 
tumor cells. 

In some places a very thia wall is of pavement cells with 
pronounced dark nucleus. 

The fissure-like lumina are gradually lost in the sur- 
rounding connective tissue, or form a cul-de-sac in the 
cell masses. 

Diagnosis Sarcoma plexiform endothelioma. Form of 
tumor cells generally long and oval, with exceptional round 
or irrecular ones. 

Protoplasm did not clear well; small compared to 
nucleus. 

Cells lie close together. Nucleus same form as cell. 

Alderton. 
Cholesteatoma, Abscess of the Brain. 

237. THOMAS AND LARTAIL. ( fRerue hebd. de Laryug., 

Otol. et de Phinol., February 26, 1898.) Following the 
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suggestion of Moure, the author reports a case of inter- 
vention in cholesteatoma and brain abscess ina boy 17 
years of age. After removal of granulations at the pos- 
terior upper margin of the membrana tympani, cholestea- 
tomatous masses were removed from Shrapnell’s cavity. 
Facial paralysis. Two cholesteatoma cavities had been 
found; the lateral sinus was free; no abscess was found. 
Ten days later removal of the tegmen tympani. Twenty- 
three days after this, puncture of brain with Luc’s knife 
without other result than improvement of pressure symp- 
toms. Patient went home, and died suddenly at an effort 
at stool; no post-mortem. The author supposes that death 
was due to perforation of an abscess into the ventricles. 
Tlolinger. 
Historical Sketch ef the Operation Upon the Mastoid Process. 
238. TURNBULL, Lawrence. (Jour. of the Am. Med. 
Ass’n., March 5, 1898.) An interesting resumé of the 
subject. Scheppegrell. 
Contribution to the Symptomatology and Treatment of 
Pyemic Sinus Thrombosis 
239. WuHiTInG. (Archiver of Otology, Vol. XXVIL., 
No. 1.) The author deals with infective thrombosis in the 


sigmoid and cavernous sinuses. It is always secondary 


to some infective inflammation and is dependent upon the 
introduction into the sinus of septic micro-organisms, 
which originate somewhere in the immediate vicinity. In 
the vast majority of cases it is due to the presence of 
chronic suppurative disease of the middle ear. 

The path of infection is most commonly immediate ex- 
tension from contact with diseased bone; less commonly 
it takes place through fissures or by disease of small 
veins of the bone which empty into the sinuses. 

The attack is usually ushered in by pain radiating from 
the ear over the corresponding side of the head, a feeling 
of malaise and nausea, preceded or followed by a sharp 
chill and a sudden and pronounced rise in temperature. 
This marked elevation of temperature is subject to fre- 
quent remissions, the variation in a few hours amounting 
to, in many instances, asmuchas6'F. Very high tem- 
perature is significant of the degree of toxemia present in 
the case. 
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There is often edema in the mastoid region extending 
backward and upward over the site of exit of the mastoid 
vein, and downward to that portion of the scalpdrained by 
the occipital vein, associated with tenderness in the upper 


portion of the posterior cervical triangle, As recently 


pointed out by Stirling, there may be moderate edema or 
puffiness of the eyelids, of the corresponding side, as are- 
sult of interference with the cavernous sinus and engorge- 
ment of the ophthalmic vein. Gerhardt claims that pres- 
sure over the unaffected external jugular vein shows that 
there is a decided increase in the amount of blood passing 
through the vein. Rigors constitute a prominent feature 
at all stages of sinus thrombosis. They occur early, are 
frequently repeated, and are accompanied by profuse per- 
spiration. 

The pulse and respiration become more accelerated with 
increasing toxemia, until in fatal cases the pulse rate 
mounts to 180, and upward. 

In cases of sinus thrombosis which terminate fatally, 
there appears a line of symptoms after an interval of about 
fifteen days, which are arranged into three groups, ac- 
cording as the dominant symptoms are pulmonary, abdom- 
inal or meningeal. 

The pulmonary manifestations begin insidiously, usu- 
ally with a slight dyspnea and cough. The patient com- 
plains of localized areas of pain over the chest. These 
pains are due to the establishment of infarctions here and 
there over the lung and are followed in the course of 
twenty-four hours by rusty sputum and moist rales on 
auscultation. The sputum swarms with bacteria and has 
an offensive, putrid odor, which is also noticeable in the 
breath. Large areas of the lung become gangrenous, and 
abscesses result. Death ensues from exhaustion. 

The abdominal type manifests itself in symptoms of a 
typhoid character. There is loss of appetite, dry furred 
tongue, and diarrhea, the odor of the discharge from the 
bowel resembling that of the otorrhea. There is great 
prostration, and soon muttering delirium. 

The meningeal group of symptoms is less frequently en- 
countered than either of the preceding, and is rarely found 
without association with one or other of them. The men- 
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ingitis may arise from the infective thrombosis, but it may 
also originate directly from the primary source of the dis- 
sease and appear as a complication, the symptoms of 
which may predominate over those of the sinus thrombo- 
sis. The temperature is continuously high, vomiting oc- 
curs frequently. There is apt to be clonic and tonic 
spasms of certain muscles of the face and neck, also pa- 
resis of others. Strabismus is a common symptom, and in 
case the lepto-mengitis becomes spinal there are spinal in- 
dications, girdle pains and absolute prostration. The pa- 
tient can be aroused by interrogation, but exhibits irrita- 
bility. In the later stages delirium supervenes which is 
followed by coma and death. 

Immediate operation upon the sinus should be made as 
soon as we are certain of its being the site of obstructive 
phlebitis, because the presence of the thrombus is a con- 
tinual menace to life, on account of its tendency toward 
disintegration and the establishment of metastatic embolic 
processes. 

The mastoid antrum should be freely opened and the 
chiselling carried inward to expose the lateral sinus. The 
thrombus can often be seen dilating the sinus walls, as if 
a cord too large for the lumen had been forcibly drawn 
into it, and upon palpation feels firm, dense and resisting. 
The aseptic needle thrust into the sinus brings away 
serum, disintegrated clot, pus, or nothing at all, as the 
sase may be. The sigmoid groove must be cut away suf- 
ficiently to admit of full investigation of the thrombosed 


portion. At this stage one must determine regarding the 
desirability of ligating the jugular vein. Having decided 
in favor of the step, it should be done before opening the 


sinus. Having decided against it, the sinus wall should 
be freely incised in its long axis and the obstructing con- 
tents removed by a sharp curette, first from the direction 
of the torcular and the current re-established from this di- 
rection. When the flow is sufficiently rapid to convince 
one that the lumen is clear of infective masses, a gauze 
tampon packed upon, and notin, the vessel-opening, will 
control the bleeding easily and safely. 

The same steps are now repeated in the proximal end of 
the open sinus until the circulation is here re-established 
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and this is controlled better by packing gauze into the lu- 
men of the vein. Its withdrawal at a later dressing is sel- 
dom followed by bleeding, owing to the crooked course of 
the groove at the bulb, the clotting taking place very read- 
ily and firmly. 

In the event of failure to re-establish the circulation 
from below the jugular bulb, whether one has removed a 
purulent disintegrated clot or not, it is one’s imperative 
duty to his patient to tie the internal jugular forthwith, as 
otherwise there is left open the main avenue to almost 
certain pulmonary metastases. 

The cases on which the author’s remarks are based, are 
as follows: 

Case I.—A man, aged 42 years, who six months before 
had suffered from acute suppuration of the right middle 
ear, followed by mastoiditis, which was operated upon by 
his local physician. Symptoms subsided, but the otorrhea 
persisted. On examination, the canal of the right ear was 
found full of granulations and the probe came in direct 
contact with a large sequestrum. Mt. is absent. The 
mastoid region is red, swollen and edematous, the edema 
extending backward to the occipital protuberance. This 
whole ar2a is tender on pressure, but more particularly so 
over the point of exit of the mastoid vein. 

The right tonsil is discharging pus and has a small mass 
of granulations upon its upper border. This may possibly 
lead to a sinus in the petrous bone. 

During the past month, at intervals of a weék, on three 
different ocoasions, the granulations of the canal have 
been cureited. These operations caused him great pain, 
and since the last curerttement, four days ago, he has had 
most severe headache, chills followed by fever each day, 
vomiting of all food and drink, and marked vertigo. Tem- 
perature 102.5° F. 

He ras prepared for immediate operation, and a curvi- 
linear incision made parallel with the post auricular fold 
from $” below the tip of the mastoid to 1” above the tem- 
poral ridge, The periosteum was adherent over the entire 
apophysis and the cortex was of glaring whiteness and 
exhibited a small dimple-like depression, on the site of the 


operation for the relief of mastoiditis. The lower two- 
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thirds of the mastoid was sclerosed, but the upper one- 
third, after removal of the outer table, was found necrosed, 
a sequestrum extending from the posterior wall of the bony 
meatus directly backward to and including the wall of the 
sigmoid groove. The entire process was removed with 
chisel and rongeur, and the sinus exposed from the knee 
down to the bulb. The sinus was much distended, firm 
and resisting to palpation; pulsation could be plainly seen 
and felt, but it was evidently transmitted from the under- 
lying brain tissue. 

A second incision was now made on a level with the ex- 
ternal auditory meatus directly backward toward the 
occipital protuberance and the lateral sinus uncovered 
backward from the knee 1”. An aspirating needle was in- 
troduced downward toward the bulb and backward toward 
the torcular without obtaining any blood, but only a little 
serum, odorless and containing many leucocytes. The 
sinus wall was now incised and a firm, firibinous clot ex- 


posed; this was very easily removed by forceps, and af- 


ter the central portion had been withdrawn the pressure 
of the blood current forced the remainder out without any 
curetting, and the circulation was re-established from 
above and below. Packing with iodoform gauze easily 
controlled the flow. As there had been no tenderness 
along the course of the internal jugular and no induration 
to be felt, it was considered that ligation was not indica- 
ted. The sepsis was of low degree and recovery was com- 
plete. 

Case II.—A woman, aged 30 years, always strong and 
well up to five months before coming under observation, 
when she suffered from grippe. To relieve the conges- 
tion in the head she used a nasal douche of salt solution, 
which was followed by sharp pain in the right ear. This 
pain continued for three days and was relieved by the ap- 
pearance of profuse suppuration. Th> mastoid became 
very tender, swollen and edematous, the supero-posterior 
canal was bulging, and the discharge was profuse. The 
temperature was 100 F., and after the application of the 
cold coil for thirty-six hours, with frequent hot douching, 
the tenderness and pain persisted and the temperature 
was still 100° F. The mastoid was opened and pus found, 
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the sigmoid groove was carious and was removed by cur- 
etting, exposing the descending portion of the sinus for 
i”. There was no sinus involvement. -atient did well 
for four months, when she began to have chills and ele- 
vation of temperature; there was anorexia and frequent 
vomiting. Necrosed bone was found present in the wound. 
Or the fifth day after the first chill, she exhibited signs 
of collapse; pulse feeble, 108; temperature 101° F., and 
rapidly rose to 106 F. Theurine contained a large amount 
of albumin, some hyaline and blood casts. The old mas- 
toid wound has not healed. The flaps of the wound were 
edematous for a considerable distance backward toward 
the occiput, and upward. There is marked tenderness 
along the course of the jugular in the neck. On making 
obstructive pressure across the course of the exiernal jug- 
ular no turgescence of the vein ensued and, indeed, there 
was no appreciable difference to be noted in the size of the 
vessel when pressed upon or when unimpeded; while upon 
the healthy side very light pressure immediately en- 
gorged the vein to a pronounced degree. 

The original mastoid wound was extended upward tothe 
squamous suture, and a second incision on a level with the 
center of the external meatus carried backward three 
inches, nearly to the occipital protuberance. When the 
flaps were raised over the foramen of exit of the mastoid 
vein, there was no bleeding. With sharp curettes and 
rongeur an area of necrosed bone was removed, extending 
from the remains of the mastoid tip upward well into 
the squama, exposing the tempero-sphenoidal lobe and 
backward over the sigmoid groove, the entire bony wail of 
which as far downward as the foramen lacerum posterius, 
was soft and easily broken away in large pieces. 

The sigmoid sinus was uncovered at the knee and back- 
ward 13” along the horizontal portion, also all the descend- 


ing portion as far as the juguiar bulb. The sinus walls 


were firm and resisting, no pulsation was seen or felt. An 
aspirating needle was passed backward toward the torcu- 
lar and downward toward the bulb with negative result. 
The sinus was then incised parallel to the course of the 
vein from behind, downward to the bulb; there was no 
flow of blood and the exposed clot varied in consistency 
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from a firmly organized resisting mass near the torcular 
to thin foul smelling pus and lymph, which adhered to the 
vessel walls at the bulb. With a curette, the sinus toward 
the torcular was cleared of clot and a copious flow of blood 
allowed to escape momentarily, so as to detach and expel 
any loose infective particles; the bleeding was then con- 
trolled by iodoform gauze packing. The sinus down to 
the jugular bulb was then curetted, removing much offen- 
sive pus and granulation tissue, and what looked like 
cholesteatomatous material, but the flow of blood was not 
es'ablished. The sinus was thoroughly flushed with sub- 
limate solution and packed with iodoform gauze. The in- 
ternal jugular was now exposed throughout its entire 
length, raised from its sheath and ligated in the inferior 
earotid triangle one-half inch or more below the level of 
the clavicle and also at its emergence from the skull. On 
splitting the vein between the ligatures the soft fibrinous 
clot was easily removed; it was evidently a very recent 
extension and was free from odor. The vein was not re- 
sected. During and after the operation the patient was 
very weak and required free stimulation and transfusion 
of normal salt solution. 

Metastatic abscesses formed at intervals on different 
parts of the body till twenty-eight days after the oper- 
ation. Convalescence was very tardy, she being dis- 
charged from the hospital after sixty-eight days treatment. 

Case III.—A woman, aged 23 years, who had otorrhea 
following measles in childhood, but the discharge ceased 
and she has been free from it until the present attack. 
Patient suffered with tonsillitis two weeks ago. Five days 
ago she first experienced pain in the right ear. The Mt. 
is now very red and slightly bulging in the supero-poster- 
ior quadrant. In this quadrant there is a small perfor- 
ation from which there is a scanty purulent discharge. 


The appearance of the mastoid is negative; there is a 
tenderness over the tip on deep pressure. Temperature 
100.2° F., pulse 104. Leeches and Leiter’s cold coil were 
applied to the mastoid, with hot sublimate irrigations every 


three hours. 
The mastoid tenderness subsided, but the patient com- 
plained of a deep pain radiating from the ear over the 
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whole side of the head; this pain increasing somewhat, 
and having a throbbing character, it was decided to open 
the mastoid. In the mastoid antrum was found a few 
drops of offensive pus. The cells of the tip contained no 
pus, yet from the antrum downward and backed to the 
sigmoid groove, the bone was carious. This carious bone 
was removed and that down toward the bulb, until the 
structure seemed healthy. In removing the wall a small 
-spicule of bone broke off and punctured the sinus. The 
hemorrhage was easily controlled by a gauze pack. 

Twenty-four hours after the operation temperature was 
102.4° F., and pulse 112. Three days later, there appeared 
slight edema of the eyelids of the right side. On the 
seventh day, edema of the lids of the right eye had almost 
disappeared, and edema of the lids of the left eye was first 
noticed. On the same day the patient had a sharp chill 
with a rapid rise of temperature to 104.2) F. Next day 
there was great pain over the whole side of the head, and 
tenderness, but no induration along the course of the jug- 
ular vein. Operation was advised, but declined. 


A distinct cord-like infiltration could now be felt in the 


superior carotid triangle, severe edema of the left eyelids 


again appeared, and a double neuro-retinitis could be di- 
agnosed with the ophthalmoscope. 

Consent having been given,a second operation was per- 
formed seventeen days from the date of the first. The 
ligation of the jugular was the first step in the operation. 
This was done under great difficulties on account of the in- 
flammatory infiltration firmly gluing the sterno-cleido- 
mastoid muscle to the underlying layer of fascia. Upon 
opening the jugular sheath the vein beneath the omo- 
hyoid lay like a broad red ribbon, quite collapsed and ap- 
parently containing no blood. The portion of vein lying 
above the omo-hyoid muscle was firm and round, about 
the size of a large lead pencil, increasing gradually in 
bulk as it approached the bulb. The jugular being tied 
near its point of emergence from the skull and just above 
the level of the clavicle was resected between these two 
points of ligation. 

The former mastoid incision was now extended upward 
to within an inch of the vertex. A second incision was 

10 
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made directly backward two and a half inches toward the 
occipital protuberance and on a level with the center of 
the bony meatus. With a rongeur and chisel the cover- 
ing of the sinus was removed. All the descending portion 
of the sinus was exposed and about one inch of the hor- 
izontal sinus. The horizontal portion appeared normal, 
dimpling under the finger, while the descending portion 
was firm and resisting, but not apparently dilated. It did 
not pulsate. Placing a small compress over the horizontal 
sinus, the descending portion was incised for two and a 
half inches, and there escaped a small, soft odorless clot. 
A curette was introduced toward the bulb, and about two 
drams of fetid pus and cheesy matter escaped. The sinus 
was irrigated with sublimate solution 1:5000, and packed 
with gauze. The granulations in the mastoid antrum 
were curetted, and the bone beneath appeared quite 
healthy. 

The patient required free stimulation during and after 
the operation, and normal salt solution was transfused a 
number of times after the operation. The effect of the 
transfusion was immediately noticeable, the pulse becom- 


ing markedly fuller and slower. The patient’s condition 


was satisfactory, and with the exception of a chill after 
transfusion on the fifth day and the formation of an ab- 
scess at the vertex, which was opened on the twelfth day, 
her progress toward convalescence was uneventful. The 
report of the pathologists upon the tissues of the resected 
jugular vein and expelled clot was, that the structures were 
swarming with strepto-, staphylo- and diplococci. 

Sinus phlebitis is a disease of adult life and occurs with 
greatest frequency between the ages of 20 and 40. Men, 
rather than women, are its victims, in the proportion of 70 
per cent. and 30 per cent. The right side is more com- 
monly involved. The number of reported cases operated 
upon is 139. Of these, 95 terminated in recovery, and 44 
in death. 

When the jugular has been tied in two places, resect it; 
healtng of the wound is thereby much more rapid and sat- 
isfactory. 

The indications for jugular ligation in thrombosis of the 
sigmoid sinus: 
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First: The indications which justify an operator in li- 
gating the jugular before exposing the sinus should be 
very decided, and as follows: 

1. The existence of chronic otorrhea. 

2. Pronounced manifestations of pyo-septicemia, high 
fever, sudden remissions and repeated rigors. 

3. Metastases. 

4. Occipital edema and tendernees. 

5. Edema of eyelids of corresponding side. 

}. Tenderness and cord-like feeling along course of 
jugular. 

7. Beginning neuro-retinitis. 

Second: The indications for ligation after exposing the 
sinus and recognizing the thrombus, but before opening 
it. 

1. The presence of a clot extending well down into the 
bulb and disintegrated in its lower portion, associated with 
distinct pyemic symptoms. 

2. The display of sinus respiratory movements which 
render probable the admission of aerial emb-lism to the 
heart, unless the vein were first tied. 

Third: Indications for ligation after exposing and 
opening the sinus. 

1. The presence of a large thrombus, extending down 
into the bulb, and having undergone liquefaction in the 
deep bulbous portion, which may not have been‘diagnosed 
until the sinus was extensively opened. 

2. Inability to re-establish the circulation from below, 
whether the clot has or has not disintegrated, and whether 
or not there has been tenderness in the neck. 

Cample //. 


Three Cases of Suppurative Otitis Media.—Severe Systemic 
and Remote Disturbances. 

240. Woops, Hiram. (Journal American Med. Ass'n, 
March 19, 1898.) In the first case reported there were 
septic symptoms for five days, when a painless otorrhea 
called attention to the ear. In the second case there was 
pain ina formerly diseased ear fromescarlatina, four weeks 


previous. After some days of normal temperature, fever 


returned without increase, however, ofjthe aural symp- 
toms. In both cases the appearance of otorrhea failed to 
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relieve the patients, both recovering immediately after 
the mastoid was opened, nothing else giving relief. 
No pus, however, was found in the second case, and but a 
drop in the first. 

In the third case, the indications for mastoid operation 
appeared urgent, but the family declined surgical inter- 
ference until the patient was in a critical condition. Fetid 
pus then discharged freely from the meatus, and the pa- 
tient began to convalesce. The history indicated, how- 
ever, that there was probably an accumulation of pus in 
the mastoid, which would again endanger the patient’s 
life. Scheppegrell. 

A Case of Chronic Suppurative Middle Ear Disease, with 

intra-Cranial Complications. 

241. Woops, RopertH. ( British Medical Journal, Jan. 
22, 1898.) Patient gave history of scarlatina 15 years 
previous, and for 7 years an intermittent fetid pus dis- 
charge from left ear, together with chronic constipation. 

Present trouble was ushered in by cessation of discharge 
and throbbing headache, especially on left side and occip- 
ital region. His pupils were dilated and reacted slowly, 
the eyes were prominent, not covered by the lids, tongue 
coated, free perspiration, rash, pain in the abdomen, es- 
pecially in the right iliac region, a mitral murmur, yellow 
stools, and tenderness at base of skull. 

The diagnosis wavered between typhoid fever and intra- 
cranial trouble. Further examination showed slow cere- 
bration, inability to call things by their right name, and a 
temperature with a daily range of 8.5° F. 

Having finally settled upon the diagnosis of sigmoid 
sinus thrombosis, an incision was made. The sinus was 
found thrombosed, with a pus cavity on the cerebellar as- 
pect of the petrous bone. The remediation of these con- 
ditions brought some, but not a complete relief, and two 
days later a second operation was performed. The cere- 
bellum was found intact, but a puncture, followed by an 
incision into the temporo-sphenoidal lobe, revealed a cav- 
ity containing pus and brain slough. 

The patient made slow progress toward recovery, the 
time from the attack until a few days after the second 
operation being a total blank to him. He slowly recovered 
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from the amnesia, and discharge from ear ceased. Two 
epileptiform attacks have since occurred. Patient at those 
times was constipated, and purging gave complete relief. 


Loe h. 


On Suppurative Middle Ear Disease, with Its Relation to the 
Exanthemata. 

242. Woops, R.H. (Journal of Laryngology, Rhinology 
and Otology, January, 1898.) Suppuration of the middle 
ear, following rupture of the drum and serous discharge 
from the ear, is due to two possibilities, either before the 
accident there were quiescent in the drum pyogenic or- 
ganisms, which only needed the opportunity afforded them 
by the injury to affect the mucous membrane; or the drum 
had been aseptic to start with, and the mucus discharge 
had become accidentally contaminated from without. The 
latter seems the more rational and, hence, conservative 
treatment, which might promote cure without rupture, is 
indicated. The writer, therefore, followed the plan of 
using a saline purge and Gruber’s ovoids of gelato-glyce- 
rine, and gr. } ox. ext. opii liq., the patient being directed 
to lie upon the unaffected side. When the treatment suc- 
ceeded, as it generally did, the patient was relieved from 
the dangers of suppuration following rupture or incision; 
and when it failed, the patient was certainly no worse 
than if the treatment had not been applied. Since the 
cases, to which reference has just been made, were all of 
the non-exanthematous type, the writer made investigations 


upon the ears of those affected with eruptive fevers. These 


were made daily, numbering 6,000, and included a total of 
121, in the first series of which 65 were measles and 56 
searlatina in the 242 ears. There was distinct. undoubted 
inflammation in 84, of which 49 (20 per cent.) discharged 
and 35 recovered without discharge. 

The second series included 97 patients (measles 10, scar- 
latina 87), or 194 ears. Of these 47 inflamed, and in 18 (9 
per cent.) the inflammation was followd by discharge. 

In the first series the progress of the case was not in- 
terfered with, unless discharge supervened; in the second 
the ovoids, impregnated with various drugs, were used; 
and in the third the treatment considered best in the sec- 
ond was systematically applied to every inflamed ear. 
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While the writer impeaches paracentesis as a routine 
treatment, he considers that the operation is unnecessary 
and even wrong in the great majority of cases. 

Loeb. 


II.—NOSE AND NASO-PHARYNX. 


Rhinolith, or Foreign Body. 


243. BALLENGER, W.L. (Jourual American Med. Ass’ n, 
April 9, 1898.) A man of 60 years had an offensive odor 
from the nose, which had existed for 30 years, and which 
proved to be due to what at first appeared to be rhinolith. 
Upon examining the foreign body it was found to be the 
breech-pin and nipple of an old-fashioned percussion- 
cap musket. The patient stated that 30 years previous a 
gun had exploded, destroying his left eye. The foreign 
body must have passed through the orbit, and possibly 
lodged in the ethmoidal cells or antrum of Highmore. The 
walls probably sloughed away, and the foreign body lay 
loose in the nostril. The specimen weighed 325 grains. 

Scheppegrell. 


The Treatment of Empyema of the Frontal Sinus. 

244. Bryan. J. H. (Journal American Medical Ass’ n, 
Feb. 26, 1898.) The author has somewhat changed the 
method which he formerly published. The incision fol- 
lows the eyebrow about two-thirds of its length, and then 
is slightly curved upward toward the median line. Access 
to the cavity is easier, and the scar is almost invisible. 

In chronic cases, where there is extensive caries, it is 


impossible to procure healing in four to six weeks. In 
-such cases it is of advantage to drain, for some time at 
least, through the external opening, the results proving 
better than where the external wound is closed by sutures 
at the time of the operation. Scheppegrell. 


Anterior Pillars of the Fauces, Their Abnormality, Etiology 
and Treatment. 
245. CARPENTER, G. T. (Journal American Med. Ass’ n, 
April 9, 1898.) The author refers to the dark red or red- 
dish-blue color due to venous stasis in the pillars and 
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uvula, these being frequently covered with a tenacious 
mucus. There is also frequently fetid breath and a dis- 
agreeable taste in the mouth. The author believes this to 
be due to a diseased tonsil, or inflammatory processes in 
the naso-pharynx. Antiseptic gargles and local treat- 
ment is advised. 

(The conditions described are frequently due to consti- 
tutional disturbances, such as alcoholism, lithemia, ete., 
which should not be overlooked in the treatment of these 


cases.—Scheppegrell.) Seli ppegre //. 


Removal of Foreign Body from the Nose After Twenty-Three 
Years. 

246. CARRUTHERS, S. M. ( British Medical Journal, Feb. 
12, 1898.) The patient’s nasal history dated from a fall 
upon his face, coincident with which she felt that there 
was a stone in her nose. After 23 years of various nasal 
experiences, her condition was relieved by the withdrawal 
of the stone by Lister’s forceps. The whole stone was 
covered with a layer of blood-stained incrustation about 
as thick as a sheet of paper, and thickly studded over this 
were many rough projections, of which one ortwo groups 
were specially prominent. Loeh. 

Complete Congenital Occlusion of the Posterior Nares. 

Report of a Case. 

247. CLARK, J. P. ( Boston Med. and Surg, Journal, 
Feb. 24, 1898.) The patient, a girl of 18 years, applied 
for complete inability to breathe through the nose. The 
hard palate was narrow and high, and the upper teeth 
badly crowded. There was entire absence of the sense of 
smell, dryness of the throat, and during illness difficulty 
of breathing. A probe introduced into each nostril met 
an obstruction about 5cm. from the anterior nares, and 
the forefinger introduced into the naso-pharynx discovered 
a firm wall in each chona, covered with mucous membrane 
and forming a continuous surface with the vault and sides 
of the pharynx, and meeting the septum a little in front 
of the posterior border. The naso-pharynx was small 
and undeveloped. The occluding walls were found to con- 
sist of bone, through which an opening was made by 
means of a trephine. 

(The perforation of the obstructing wall is usually easy, 
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but itis difficult to keep the opening pervious. In two 
cases of unilateral occlusion in the practice of the reporter, 
the opening repeatedly closed until eventually what ap- 
peared to be an excessively large opening had been made, 


and in spite of this it was necessary in one case to intro- 
duce a dilator from time to time.—Scheppegrell. ) 
F Sche ppegre 7. 

A Case of Miyxedema, with Prominent Nasal Symptoms. 

248. CLEVELAND, A. H. (Journal American Med. Ass’ in, 
March 5, 1898.) The patient, a woman of 38 years, com- 
plained of nasal obstruction, with attacks of sneezing. 
There was a peculiar waxiness of the nasal mucous mem- 
brane, which contrasted with the condition found in ordi- 
nary rhinorrhea. 

As many of the symptoms of myxedema were present, 
such as dry thickened skin, capillary congestion over the 
cheeks, dryness and brittleness of the nails and hair, a 
diagnosis of myxedema was ma ‘e and the dessicated thy- 
roid tablets were administered, which gave satisfactory 
results. Sch ppegre I. 


Fracture of the Nasal Bones. 

249. Coss, F. C. (Journal American Medical Ass'n. 
March 12, 1898.) It is usually easy to replace fractured 
nasal bones, but sometimes very difficult to keep them in 
position. The author, therefore, suggests a mechanical 
contrivance, which is placed over the head of the patient. 
to which is attached a lever which exerts a pressure against 
the nose, thus retaining it in its proper position. 

Scheppe qe 11. 
A Case of Fibrinous Rhinitis. 

250. Dixon, F. J. ( British Medical Journal, Jan. 2. 
1898.) A boy, age 10, was brought to the physician on 
account of bloody discharge from nose, giving history of 
cold, nasal obstruction and a slight ozena for two days. 
In the left side of the nose there was a purulent looking 
mass, which came away like rolled up membrane. This 
under the microscope was found partly muco-pus, but 
chiefly fibrinous. The mucous membrane of the side was 
sodden, and no polypus or foreign body was found. 
Treatment with antiseptic, alkaline lotion finally affected a 
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cure, but at no time were there constitutional symptoms or 
foreign bodies found. 

The cast removed was not membranous nor a mere se- 
cretion, but was between the two. No bacteria were 
found, and, clinically, the features of the case suggest 
as a cause the stenosis causing pent up discharge and 
secretion. 

In a similar case, Mr. St. George Reid found in cultures 
the micrococcus albus liquefaciens and bacillus termo of 
Vignal. Loeh. 
On a New Case of Congenital Occlusion of the Right Choana. 

251. GRADENIGO, Turin. (utunes. des Mal. de Lar. &’ 
Oreille du Nez et du Phar., March, 1898.) There are but 
few cases known. This patient was a young man of 18, 
who noticed only a few years ago that his right nostril 
was closed up. The diagnosis was made by anterior ex- 
amination. <A probe could not pass into the naso- pharynx. 
The examination of the naso-pharynx was possible only 
after the rear end of the middle turbinated bone was am- 
putated. The right nostril was full of pus: the middle 
turbinated body swollen. The sense of smell was normal, 
even in the right nostril. There was lessening of sensi- 
tiveness. The right ear was partially deaf. Under anes- 
thesia of cucain a hole was made with a large trocar. 
Through the canula of the trocar a Belloec’s tube was in- 
serted. On the wire a conical tampon of gauze was intro- 
duced into the opening. The next day the opening was 
enlarged with a prob-pointed knife, or a cutting forceps. 
Tamponade must be repeated for some time, in order to 
keep the opening from closing. Hlolinger. 

A Contribution to Our Knowledge of the Etiology of Inflam- 
mation of the Accessory Sinuses of the Nose. 

252. Howarpb. W. T., AND INGERSOLL, J. M. ( Amer. 
Jour. Med. Sciences, May, 1898.) From a study of cases 
reported,the author believes that acute and chronic inflam- 
mations of the accessory sinuses of the noseare not caused 
by a single micro-organism or a single group of these. 
It is demonstrated, that with a few exceptions, (aspergilli 
and vermes) inflammations of those cavities are caused by 


bacteria. The bacteria found, as would be expected, are 


those that are commonly present in the buccal and nasal 
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cavities; in the former in health, and in the latter occa- 
sionally in health and usually in disease, such as acute 
and chronic rhinitis (both atrophic and hypertrophic), 
nasal tumors and the like. While these organisms are the 
most frequent invaders of these sinuses, there is a num- 
ber of cases in which certain bacteria, less commonly pres- 
ent in suppurative processes, have been found. 

It is interesting to recognize that the common agents in 
the causation of inflammations of other parts of the air- 
passages (the diplococcus lanceolatus, the pyogenic 
staphylococci and streptococci, the bacilli of the group of 
Friedliinder’s bacillus (B. mucosus capsulatus), the B. 
diphtheriz, and the B. influenzz) are the most important 
and the usual] micro-organism found in inflammatory pro- 
cesses of these adjuncts to the respiratory system. The 
relation of the infectious diseases, both local and general, 
to these inflammations is of great importance. 

There are two groups of these cases, the first in which 
the accessory sinuses are invaded by a direct extension of 
the inflammatory process, as in acute andchronic rhinitis, 
coryza, influenza, diphtheria, pharyngitis, tonsillitis, tu- 
berculosis, syphilis, nasal tumors, erysipelas, and injur- 
ies; second, those cases in which parts of the body re- 
mote from the sinuses are primarily affected, as in ery- 
sipelas, articular rheumatism, pneumonia, phthisis, men- 
ingitis, and suppurations in general, or diseases in which 
the whole system is involved, as measles and scarlatina; 
in all of which the normal resistance of the sinuses is so 
lowered that bacteria which reach them from distant parts 
by means of the blood, or from neighboring parts by the 
spreading of the inflammatory processes, set up inflamma- 
tion. 

(In the enumeration of processes by means of which the 


accessory sinuses are invaded by direct extension of the 


inflammatory process, the authors have omitted periostitis 
and other inflammatory processes of the teeth. While 
these do not bear the constant etiologic relationship to 
diseases of the maxillary sinuses, as was formerly sup- 
posed, still this is the case in a considerable percentage of 
instances, many cases being observed in which the inflam- 
matory process can be distinctly traced to a dental origin. 
—SCHEPPEGRELL. ) Scheppegrell. 
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Diseases of the Conjunctiva in Relation to Diseases of the 
Nasal Passages. 

253. KEELY, Rost. N. (Jour. Am. Med. Ass’un., Marchs, 
1898.) It is now generally admitted that the relation of cause 
and effect exist between nasal affections and those of the 
conjunctiva. The obstinate and unsatisfactory course 
which many cases of conjunctivitis persue is frequently 
due to neglect of proper attention to the nasal passages. 
It has long been known that conjunctivitis is dependent 
dependent upon diseases of the lacrymal duct and sac, re- 
sulting from affect of the nostril. The proof of the caus- 
ative action of nasal and ocular affections is shown by 
the disappearance of the latter on the removal or cure of 
the former. A number of cases are reported in illustra- 
tion of this principle. Scheppegrell, 

Some Manifestations of Syphilis in the Upper 
Respiratory Tract. 

254. KENEFICK, J. A. ( Medical News, February 26, 
1898.) The various lesions of syphilis are found in the 
nose and throat and at all periods of life. The early les- 
ions frequently escape attention, and a comparatively in- 
significant nose or throat affection, for which the patient 
seeks relief, may be the first intimation of the true condi- 
tion. The ‘‘snuffles’’ of the infant is characteristic of in- 
herited disease, but not pathognomonic. 

Primary syphilis of the nose constitutes only three or 
four per cent. of all the cases of extragenital infection. 
The case of chancre of the septum observed in Dr. 
Knight's clinic at the New York Post Graduate Hospital 
is, therefore, interesting. In the treatment of syphilitic 
cases, an examination of the condition of the kidneys may 
be of vital importance. In cases in which the renal func- 
tion is impaired, stomatitis, and even uremic symptoms, 
may be easily developed. Scheppegrell, 

Nasal Polypi—Their Diagnosis and Radical Treatment. 

MACKENZIE, G. HUNTER. ( Laucef, February 5, 1898.) 


When a polypus develops in the posterior region of an ab- 


normally small nostril, the diagnosis may be made by di- 
recting the patient to blow through the affected nostril 
while the other is held closed. The polypus will be seen 
to advance and recede with expiration, as a valve. 
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To discover the smaller polypi in the region of the mid- 
dle turbinated, it is first necessary to clear away the pus 
or mucus present, and then make gentle use of the probe 
by means of which they can be more or less freely moved. 
Sometimes they are visible, at other times they are ob- 
scured by a narrow nostril, or they lie beyond the bony or 
cartilaginous septal projections, and hence can be diag- 
nosticated and removed only after these are removed. 

For the radical treatment the hot or cold snare and cur- 
ette are advised, while the chromic acid treatment is op- 
posed. In the case of small sessile buds on the middle 
and superior turbinate, where the snare cannot be em- 
ployed, recourse may be had to the electro-cautery, but 
the curette is more advantageous. 

The curettes with adjustable handles, made by Young « 
Son, Edinburgh, are used by the writer. 

No local agent can be relied on to prevent the recur- 


rence of nasal polypi; some are painful, most are useless, 
and all are tedious. When, in connection with the symp- 
toms of polypi, there exisis a discharge of blood or rapidly 
forming pus with a putrefactive odor, an implication of 


one or more of the accessory cavities is to be suspected. 

Under these circumstances, the first thing to do is to 
clear the nose of polypi, and after waiting for a short 
time, in the hope that this will cause a cessation of the 
discharge and the sinus disease, it will be necessary to 
open, curette and drain the affected cavities. 

Hemorrhage in a mucous polypi almost invariably indi- 
cates a high degree of malignancy. In malignant cases it 
is sometimes possible to operate soon enough to accom- 
plish a cure. Loeb. 

An Unusual Case of Blood-Cyst of the Posterior Nares. 

256. MACKENZIE, J. N. (Jour. Am. Med. Ass'n, Feb. 
26, 1898.) The patient was a young lady of 23 years. As 
the result of the imperfect extraction of a tooth there was 
necrosis of the jaw, with subsequent exfoliation of bone, 
leading to a more or less complete obliteration of the lower 
portion of the antrum. This had happened five years be- 
fore consultation. For three years previous the patient 
had suffered from symptoms referable to the orbit and 
antrum. 
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On examination a small glistening point was seen, re- 
sembling the appearance observed in fibroma of the nasal 
eavity. Theright side of the nose was occluded. The 
mass looked very much like a child’s toy balloon. The 
envelope of the cyst was extremely attenuated, appearing 
as if it was scarcely a line in depth. An appointment 
was made for her to return the same day of the examina- 
tion, but in the meantime a spontaneous rupture occurred, 
and when examined the following day no trace of the 
growth could be found. The inflammatory process which 
originated the affection probably started in the antrum as 
a result of the necrosis of the bone, and from this the 
edema and the subsequent formation of the cyst had re- 
sulted. Some cases of large serous cyst have been re- 
ported. Scheppegrell, 

Statistical Researches on Mucous Polypi of the Nasal 

Cavities in Children and Adults. 

257. MARTHA. (Ann. des Mal. de Lar. d Oreille du Nez 
et du Phar., March, 1898.) Nasal polypi in children are 
rare. In four years the author removed polypi from the 
nose in 133 patients. Only two of them were children 
under 15 years, and nine from 15 to 19 years. 

Men are more frequently afflicted with polypi than 
women. The years from 30 to 50 have the largest num- 
ber. The author reports two more cases in boys of 13 
years each. Holinger. 
The Asch Operation for Deviations of the Cartilaginous Nasal 

Septum, with a Report of 200 Operations. 

258. MAYER, E. ( Wed. Rec., Feb. 5, 1898.) Since the 
Asch operation was performed 15 years ago, the author 
has had opportunities to note the effects in every form of 


deviations. He believes it to be the best operation yet 
devised for the cure of deviations of the cartilaginous 
septum on account of its simplicity, immediate benefit and 
the permanent nature of the results obtained. A record 
of 122 operations performed at the New York Eye and Ear 
Infirmary is given, every case of which was cured. 


Sche ppeqre il. 

The Treatment of Sinusitis (Maxillary Sinus Excepted). 
259. Moure, Bordeaux. ( Revue Hebd. de Lar., d’ Otol. 
et de Rhin., March 5, 1898.) - Read before the Congress in 





382 ABSTRACTS FROM OTOLOGICAL AND 


Moscow, August, 1897. In an introduction to this paper 
a number of good works on this object are mentioned. 
For the author the indications of treatment which Griin- 
wald gives are not precise enough. He knows of four 


forms of inflammation: 

1. Periodical or constant discharge of mucus, or muco- 
purulent secretion, without other symptoms. 

2. Chronic suppurations, blenorrhea of the sinus; polypi 
and swellings of the mucous membrane occlude the orifice 
of the cavities. 

3. The whole cavity is filled with fungoid growths, and 
formation of external fistulas. 

4. Inflammation of several or all the sinuses at once. 

In the different sinuses these three forms are then stud- 
ied. For the mucous form of ethmoidal sinusitis the author 
advises fumigations, or douches (humages), with decoc- 
tions of aromatic plants, or a prescription of— 

Menthol, aa. | 

Goudron, { 

Tinct. eucalypt, 250.0. 
Teaspoon to | qt. of hot water, 


5.0. 


or a spray with different solutions. The fungous form of 
ethmoidal sinusitis must be freely drained. A number of 
instruments are mentioned. The author prefers cutting 
forceps and cold snare, afterward insufflations of powders. 
The third form with fistulas has to be freely opened from 
the outside. Due consideration must be given to disfigu- 
rations from scars in females, Frontal sinusitis may be 
mistaken for ethmoidal sinusitis. The treatmant is mainly 
catheterization of this cavity. Suppuration of the frontal 
sinus may be treated by simple probing, or intra-nasal 
opening, or finally external opening of the sinus. The 
two first proceedings are uncertain. and often dangerous. 
The external operations are next described. The fistular 
form must be treated immediately with Ogston-Luc ope- 
ration. 

Sphenoidal sinusitis: The mucous forms are very simi- 
lar to naso-pharyngitis. The author advises little or no 
special treajment. The fungous form needs all possible 
attention. The instrument used to open the sinus is the 
curette. Mr. Moure doubtsif the electric trephine is very 
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desirable for men who are less dexterous in handling them 
than M. Schmidt and Spiess. After opening, washing with 
chloride of zine 7 to 10, or nitrate of silver 1 to 5 is advis- 
able The carious form of sphenoidal sinusitis may be 
opened directly, or through Highmore’s antrum. 

Combined inflammation of all the sinuses. Electrolysis 
was advised in this disease. Mr. Moure rejects it com- 
pletely, because it did not give him any results whatever. 
In the fistular form of inflammation of all the sinuses it is 
best to enter through the frontal sinus, and break down 
all the partitions between the different cavities, thus form- 
ing one cavity. This may be controlled according to cir- 
cumstances, from the outside or from the nose. 

Hollinger. 

Clinical Observations on the Use of the Aqueous Extract of 

Suprarenal Capsule in Operations. 

2960. MULLEN, Jos. A. ( Jnfernational Clinies, Vol. IV. 
7th Series.) The aqueous extract of the suprarenai cap- 
sule increases the anesthetic effect of cocain and produces 
anemia of nasal mucous membrane, at the same time con- 
tracting the sub-mucous tissues so that the mucosa is 
held down tightly to the periosteum. By modifying the 
post-operative swelling it encourages rapid healing and 
diminishes the danger of secondary hemorrhage. A 5 
per cent. solution of cocain is first applied to the nasal 
mucosa, and, 10 minutes afterward, a solution of aqueous 
extract of suprarenal capsule, which is preferably applied 
by cataphoresis. 

The solution is made from dessicated powder of the 
suprarnal capsule of the sheep, in the strength of 5 grains 
to the dram of cold saturated boric acid solution. As it 
decomposes easily, it should be prepared for each opera- 
tion. A number of cases are reported showing the useful 
influence of the drug. Scheppeqrell. 

Observations on Some Pathologic Conditions of the Naso- 

Pharynx. 

261. Musson, E. E. (Jour. Am. Med. Ass'n, March 5, 

1898.) In addition to a report of the usual clinical cases, 


a description of three cases of direct infection of the naso- 


pharynx is given. The first case, a student in a bacterio- 
logical laboratory, accidentally broke a test-tube contain- 
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ing a culture of streptococci, which resulted in intense 
virulent inflammation of the tissues of the naso-pharynx. 
Bacteriologic examination showed the streptococci in the 
discharge. 

The second case was a patient who, just recovering 
from acute rhinitis, superintended the opening of a case 
of ostrich feathers in the raw state, packed in camphor. 
Within twelve hours acute nasopharyngitis developed, 
with profuse purulent discharge and a temperature of 100 
degrees. The third was the case of a physician who had 
several attacks of acute adenoiditis, following exposure to 
cases of diphtheria. Scheppegrell. 
Questions Regarding the Etiology of Adenoid Vegetations as 

Found in the Naso-Pharyngeal Cavity. 

262. O’TooLE, M. C. (Jour. of the Am. Med. Ass’n., 
March 5, 1898.) The author has questioned mothers of 
children with adenoid growths, and has in every case 
found that they had been affected with abnormal uterine 
or vaginal secretions at the time of the birth of the child- 
ren so affected. From these observations, he believes that 


acute suppuration of the middle ear in infants is, in al- 


most all cases, the result of gonococci-bearing, maternal 
vaginal secretions during parturition, and that catarrhal 
secretions under like conditions are responsible for the ex- 
istence of abnormal lymphatic follicles and adenoid veg- 
etations as found in the pharyngeal vaults of older child- 
ren. Scheppegrell. 
Metastatic Uvelitis in Both Eyes, Causing Blindness. 

263. PosEY, W.C. ( New York Med. Journal, January 
22, 1898.) The patient, a woman of 27 years, while work- 
ing in a laundry, had developed severe nasal irritation and 
progressive blindness, until at the end of two years the 
sight was entirely gone. 

In the legal suit which was instituted, it was shown that, 
in certain parts of the process at the laundry, chlorine gas, 
sulphuric acid and oxalic acid had been used in varying 
strenghths for bleaching and cleansing purposes. The 
author. believes the eye affection to have developed from 
the severe inflammatory process of the nostrils and of the 
accessory sinuses. 

(The article, however, gives no evidence of an examina- 
tion of the accessory sinuses.—SCHEPPEGRELL). 

Scheppegrell. 
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The Much Abused Nose. 

264. Rocrers, F. T. ( Atlanta Medical Weekly, Jan- 
uary 29, 1898.) A review of the surgical and medical 
treatment of the more common affections of the nasal 
chambers. Scheppegrell. 


Stomach Ailment from Nasal Secretion. 


265. RumBoLp, THos. F. ( Virginia Medical Semi- 
Monthly, April 22, 1898.) The post-nasal secretion con- 
tains many forms of pathogenic microbes, and when this 
is continually swallowed, as is frequently the case, the 
development of gastric disturbances is easily understood. 
The important treatment in these forms of stomach ail- 
ment is the removal of the cause by efficient treatment of 
the nasal affection. Scheppegrell, 

A Study of the Anatomy of the Maxillary Sinus. 

266. SHAMBAUGH, G. E. ( Phil. Med. Jour., April 16, 
1898.) The structure of the antrum isa subject of great 
variations, while both the diagnosis and treatment of dis- 


eases of the sinus are closely dependent on a knowledg 
of the anatomy for their accurate and safe conduction. 
Accidents arising from an imperfect knowledge of the 
1 + 
1ele 


anatomy are notrare. Zuckerkandl has given a com} 
description of the anatomy of the antrum in his \ rk on 
‘‘Die Normale und pathologische Anatomie der Nasen- 
hohle.’’? The weakest points in the walls of the antrun 
are found in the region of the nasal fontanels in the 

dle meatus, the middle of the orbital wall, and the ten 
poral wall just above the wisdom tooth. 


la 


The indirect passage into the antrum through the nat- 


ural opening, the location of this opening in the dept! 


the infundibulum, and its position at the highest point 


the antrum make it unfavorable for draining ‘ ‘retion 
from the antrum; while its location in the depth of the in- 
fundibulum makes it possible for secretion from the fron- 
tal sinus and anterior ethmoidal cells to drain into th: 
sinus. The floor of the antrum may lie much above the 
floor of the nose, and it may lie much below this point 
The hard palate may become excavated by an enlarged 
antrum. Stenosis of the antrum is not uncommon. This 
is a very important practical subject on account of the dif- 
11 
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ficulty encountered in entering a.stenosed antrum. The 
most marked stenosis is due to a sinking in of the facial 
and nasal walls. 

The article concludes by giving some anatomic points 
to be considered in making (1), transillumination test; 
(2), exploratory puncture, opening the antrum for drain- 
age. The exploratory puncture from the nose should be 
made with a curved needle. When puncturing from the 
inferior meatus, the point should be directed well up un- 
der the inferior turbinate. Puncturing lower down, the 
antrum would be entirely missed, if the floor of the sinus 
were high. When puncturing from the middle meatus, 
the point should be inserted well back and close above the 
base of the lower turbinate, and the point should be di- 
rected out and down. This is to avoid wounding the orbit, 
an accident which the author had in two cases. 

The best place for opening the antrum from the alveolus 
for drainage is through the socket of the second bicuspid 
or the first or second molar, as here the floor of the an- 
trum lies nearest the alveolar surface. On account of 
the abrupt rise in the floor of the antrum in front of the 
second bicuspid, it is often difficult to reach the antrum 
from any point in front of this tooth. 

There are cases of stenosis in which it is impossible to 
reach the antrum from any point in the alveolar surface; 
in such cases the attempt would lead to perforation either 
into the inferior meatus or out into the cheek. In open- 
ing from the canine fossa, one sometimes encounters a 
very thick wall. An opening from the inferior meatus 
can be made in suitable cases, and should be made up un- 
der the turbinate. In attempting to enter near the floor 
of the nose, the antrum would be missed if the floor of the 
sinus were high, and there would be danger of perfor- 
ating the bone and wounding the cheek. 

Scheppegrell. 
Adenoid Vegetations and Laryngeal Stridor. 

267. SmitH, Eustace. (Lancet, March 19, 1898.) An 
infant, aged one month, was admitted to the hospital suf- 
fering from noisy breathing since birth. The inspiratory 
crow could be heard at some distance and at times the 
breathing became very loud and stridorlous, the face be- 
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coming livid, the chest wall drawn in deeply, and the 
child showing every indication of lack of air. In about 
an hour the dyspnea disappeared and the crowing without 
discomfort remained. Digital examination revealed the 
presence of adenoids. Three months later the child was 
again admitted on account of a suffocative attack of un- 


usual severity; the previous symptoms were still present, 
though the child was physically worse. The adenoids 
were removed under chloroform. The stridor gradually 
diminished and in about two weeks it had disappeared al- 
together. The stridor afterward slightly returned when- 
ever the child ‘‘took cold.”’ Loeb. 
Modern Patholo and Therapy of Acute Rhinitis. 

268. SOLENBERGER, A. R. (Jour. Am. Med. Ass'n, Feb. 
26, 1898.) Acute rhinitis is simply the effect of many 
conditions, the majority being constitutional. Scientific 
treatment should refer to the cause as well as the effect. 

Scheppegrell. 
Non-Specific Perforation of the Nasal Septum. 

269. SrrRAaw, J. R. (Jour. Am. Med. Ass'n, Feb. 26, 
1898.) The etiology of these cases the author believes to 
be due primarily to the Wisconsin climate, which, during 
three or four months of the year,is extremely cold. He 
advises the application of a simple ointment. 

(In the southern portion of the United States, where the 
climate for three or four months of the year is extremely 
warm, these perforations are by no means infrequent.— 
Scheppegrell. ) Scheppegrell. 

Plastic Operation for Saddie-Nose. 

270. WARBASSE, J.P. ( Brooklyn Med. Jour., February, 
1898.) An incision is begun at the muco-cutaneous junc- 
tion about half way down the ala of the nose, and carried 
upward along the margin of the nostril, across the septum 
and down on the opposite side to a corresponding point. 
The skin is then dissected up over the whole extent of the 
external nose, a narrow knife and sharp-pointed scissors 
being used. The skin is thus dissected free from the ale 
and the cartilaginous tip of the nose, and laterally out 
upon the superior maxillary bone and its nasal process to 
the canthi of the eyes, and above as far as the frontal 


bone. : 
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This procedure over so great an extent and through so 
narrow an opening is necessarily very tedious. After 
complete hemostasis, a bridge of hard rubber is inserted 
and the wound closed by a subcuticular suture of silk. A 
dry compress is then applied over the whole, this being 
held in position by adhesive straps. A case illustrated by 
a photograph shows the usefulness of the operation. 

Scheppegrell. 

Localization of the Pains in Inflammation of the Accessory 

Cavities. 

271. WEIL. (Jour. Am. Med. Ass’n, April 16, 1898.) 
The author considers the information thus derived quite 
important in the diagnosis. The closer the locus morbi to 
the surface the more distinct and constant the localization 
of the pains. Fleeting neuralgic pains and disturbances 
in the nasal passage must be differentiated. The latter 
can be eliminated by cocainization. The pain from in- 
flammation of the deeper lying sphenoidal sinus is fre- 
quently felt in the back of the head, still oftener in the 
middle of the brow between the eyebrows and the frontal! 
eminences. 


(Pain is a useful factor in the diagnosis of acu/e inflam- 
mation of the accessory sinuses, but is absent in the ma- 
jority of chronic cases. It is sometimes met with, how- 


ever, in acute exacerbations of the latter.—Scheppegre'll.) 
Scheppe gre i. 
Acute Empyema of the Frontal Sinus. 

272. WENNER, R. J. (Cleveland Jour. of Med., April. 
1898.) In all the cases observed by the author, as soon 
as the hiatus frontalis was closed ‘the patient complained 
of extreme dryness of the corresponding nostril. An 
effort should first’be made to pass a probe, and a 1 per 
cent. solution of cocain applied by means of a spray at 
intervals of 30 minutes to shrink the tissues which may 
obstruct the opening. Hot and cold applications over the 
sinus may also be used. 

If these methods do not prove successful and the symp- 
toms are urgent, an external opening should then be 
made. The sinus is then irrigated, curetted and packed 
with iodoform gauze, the opening of the passage of the 
ductus frontalis having been first re-established. The 
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gauze should be removed daily, and the cavity irrigated 
with a solution of bichloride of mercury, 1 to 5000. 

(In acute cases, curettement is rarely demanded. In 
the majority of these cases also, after the normal opening 
has been re-established, the external wound should be 
closed, as this gives equally satisfactory results and avoids 
the deformity which results from leaving the wound open 
and packing with gauze.—Scheppegrell.) 

Scheppegrell. 


The Use of Oil for the Destruction of Larvz in the Nasal 
Chambers 

273. SCHEPPEGRELL, W. (Laryngoscope, Feb., 1898.) 
The respiration of the larve is carried on by an intricate 
system of tubes (pulmonary trachea), which onen by 
pores (spiracles or stigmata,) in the sides of the body. 
These are blocked up by the free use of oil, causing suffo- 
cation. 

A case is reported in which glymol was used first as a 
continuous spray, and later the patient being placed in 
the horizontal dorsal position, with the head hanging 
down, the nostrils were completely filled by pouring the 
warm oil into the nasal cavities. in four sittings all the 
larvee were destroyed, though a week later two were dis- 
lodged. Loeh. 


Nasal Bacteria in Health. 


274. PARK, W. H. AND WRIGHT, JONATHAN. (-Jowr. of 
Lar., hin. and Otol., March, 1898.) The writers’ experi- 
ments show that in 36 specimens of normal nasal mucus 
no bacteria developed in 6 cases, while in 30, more or less 
appeared. However, there is a comparative scantiness of 
germs in the healthy nasal mucus, probably due to the 
action of gravity by the passage of the clear serum from 
the regions of the nose, to which the inspired air does not 
have free access, thereby washing away the bacteria de- 
posited by the tidal air; to the action of the cilia, to the 
fact that the nasal mucus is not a good medium for the 
growth of bacteria; to the filtering of the vibrisse; to the 
fact that ordinary air contains few pathogenic bacteria. 

The conclusion is that for bacteria which have devel- 
oped in the blood or secretions of other individuals, the 
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bactericidal power of the nasal mucus is little or nothing, 

and cannot be depended upon to prevent an infection from 

virulent bacteria if they are carried into the nose by in- 

struments. Loeb. 

Tuberculosis of the Nose, with Report of a Case of Primary 
Tuberculosis. 

275. THIESEN, C. F. (Laryngoscope, February, 1898.) 
The patient, a strong, healthy man aet 36, gave no symp- 
toms beyond those of coryza. Examination showed the 
left inferior turbinal and septum somewhat inflamed, with 
a slight movable firm growth somewhat larger than a smal] 
cherry upon the cartilaginous septum, to which it was at- 
tached by a broad base. After a month the tumor, which 
had somewhat increased in size, presented a small ulcer at 
one point. Under iodide of potassium the tumor increased 
in size, until finally, patient consented to the removal by 
means of a cold snare. The specimen proved to be a 
granulation growth containing numerous tubercle bacilli. 
The site of the growth was cauterized, and applications of 
lactic acid (beginning with 40 and increasing to 80 per 


cent.) were used, and 19 months later the man shows no 
recurrence or morbid condition on the septum. 


Loeb. 
Peritonsillitis—Etiology and Treatment. 


276. BALDWIN, K. W. (Jour. of the Am. Med. <Assn., 
March 12, 1898.) The local application of turpentine is 
advocated, this being added to equal parts of compound 
spirits of lavender, the taste of the turpentine being dis- 
guised by a few drops of anise or gaultheria. In some 
cases the turpentine is used in its full strength. It is ap- 
plied by means of acotton applicator to all the inflamed 
tissues, to the crypts of the tonsils, and where possible be- 
tween the tonsil and the pillars of the fauces. If used 
early. this treatment will abort an attack; later, it will pre- 
vent tne formation of pus and the involvement of the op- 
posite side. Scheppegrell. 

Certain Conditions of the Tonsils which Limit the Use 
of the Tonsillotome. 

277. Buiss, A. A. (Jour. of the Am. Med. Assn., 
March 12, 1898.) Those cases in which the tonsillotome 
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cannot be used are enlarged tonsils bound down by con- 
nective tissue, capsulated or adherent to the pillars; also 
in the hard nodulous sclerosed tonsils which are diffused 
irregularly over the space between the faucial pillars. 
Scheppe qre ll 


IIIL.—MOUTH AND PHARYNX. 


What Operation Can do for Cancer of the Tongue. 

278. BuTLiIn, HENRY T. (Pritish Medical Journal, 
February 26, 1898.) Prior to the end of 1896, the writer 
operated upon 53 cases in hospital, and 49 cases in pri- 
vate practice, with the following results: 

Hospital cases:—Died of operation, 9; lost sight of 7; 
recurrence in situ, 8; affection of glands without recur- 
rence, 16; died later, cause unknown (probably cancer), 
4; well within three years after operation, 2; well more 
than three years after the operation, 7. Total, 53. 

Private cases:—Died of operation, 1; recurrence iv 
situ, 10; affection of glands without recurrence, 12; died 
of other causes than cancer of the tongue, within three 
years, 4; well within three years after operation, 9; well 
or died of other causes more than three years after oper- 
ation, 13. Total, 49. 

Of the latter, one case is recorded as having died of the 
operation. In this case the disease had progressed so far 
as to necessitate a very extensive operation. The results 
obtained are better in private than in hospital cases, inas- 
much as in private practice patients are, as a rule, better 
educated and more intelligent, and hence appreciate the 
wisdom of an early operation. The latter are, therefore, 
physically and in every respect better subjects for oper- 
ation. 

If the disease affects the anterior two-thirds of the 
tongue, the prognosis is by far more favorable than if it 
affects the dorsum. The latter class is especially unfavor- 
able when complicated with involvement of the tonsils and 
adjacent regions. Among the private (cured) cases the 
glands were not removed. Among the hospital (cured) 
cases, the glands were removed in 5 cases, and 4 of these 
5 cases revealed a beginning cancerous adenitis, 
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Some London surgeons insist on a removal of the whole 
tongue in every case of cancer. Among the 102 cases 
enumerated, removal of the entire tongue has been resorted 
to but 16 times, with the following results: 

Died of operation, 4; died very soon of other causes 
(of bronchitis and laryingitis), 2; recurrence in situ, 5; 
affection of glands without recurrence, 1; Jost sight of, 3; 
well more than three years after operation, 1. Total, 16. 

Removal of the entire tongue is a far more serious op- 
eration than the partial removal. The patient is maimed 
and incumbered not only in speech, but in many other 
ways. This operation can only be justified as a routine 
operation by proving that a recurrence in the mouth would 
have been avoided by the removal of the entire tongue in 
cases of cancer. 

In 66 cases where there might have been a recurrence, it 
was observed in only 18 cases; and of these 18 cases, 5 
had the entire tongue removed, in 5 others recurrence 
took place in the floor of the mouth or in the anterior half 
arch of the palate, in two instances the disease was found 
to extend to the epiglottis, in one case an error of judg- 
ment led to the removal of too small a part. In operating 
for removal of cancer, the writer advocates the removal 
of an additional three-fourths inch of apparently healthy 
tissue. When disease affects the border of the tongue he 
removes half of the tongue to an inch behind the margin 
of the disease. When the disease is near the tip or fore- 
part of the dorsum, the foreport of the tongue is removed. 
The following are the results obtained: 

Duration since operation—1 to 2 years, 6; 2 to3 years, 
4; 3 to 4 years, 5; 4 to 5 years, 3; 5 to 6 vears, 4; 6 to7 
year, 1; 7 to 8 years, 1; 8 to 9 years, 2; 9 to 10 years, 1; 
10 years. 1; 12 years, 2. Total, 30 cases, out of which 20 
or two-thirds lived more than three years. 

The results are far more favorable than the results men- 
tioned in the report ten years ago, when the percentage of 
cured cases was 8.5, while Barker, in his statistics, main- 
tained a percentage of 5. The percentage of cured cases 
at present is about 26. The prognosis of cancer of the an- 
terior two-thirds of the tongue, whether in substance or 
border, is not bad when compared with the prognosis of 
cancer in other parts of the body. 
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The glands usually become enlarged a few months after 
the affection of the tongue appears. Some few cases are 
reported where the glands become enlarged in three weeks. 
Several cases are reported where the glandular enlarge- 
ment and affection of the tongue were noticed at one and 
the same time. 

One case presented a warty growth on the tongue. 
Growth was removed, but showed no general nor micro- 
scopic signs of cancer. The same border of the tongue 
became affected with epithelioma one and a half years 
thereafter, and one-half of the tongue was removed. The 
glands became enlarged in three or four months, and the 
patient died after a short time with no signs of recurrence 
in the mouth. 


In another case of epithelioma of the forepart of dor- 
sum, seven months after operation, the glands at the 
bifurcation of the carotid became enlarged, and in a few 
months the patient died, with no recurrence in the mouth. 

In another instance, enlarged glands were removed from 
beneath the parotid gland; patient having had an epithel- 
ioma removed several months previous. This patient died 


soon thereafter. Cancerof the tongue is locally malig- 
nant, being confined to the tongue and surrounding lym- 
phatics. About 70 per cent. of all cases may be treated 
successfully by operation without fear of recurrence in 
situ. Of these, 70, 30, or 40 percent. will die by reason of 
a secondary affection of the cervical glands. If every 
case of cancer of the tongue is complicated by involve- 
ment of the glands the operation may be combined with 
removal of the lymphatics, or the lymphatics may be re- 
moved at first sign of enlargement. Experience proves 
that an enlargement oftentimes is not recognized at its be- 
ginning, and when perceived, the glands are difficult to 
remove. A nodule is occasionally overlooked. It is true 
that the lymphatics pursue a varied course in different 
individuals, thus tending to confuse matters for the ope- 
rator. 

The lymphatics of the tongue pass through one or more 
of four groups of glands. 

1. Submental group, beneath floor of the mouth behind 


ns 


lower jaw; 2. Submaxillary group, some of which actu- 
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ally lie in the substance of the salivary gland; 3. The ca- 
rotid; 4. The carotid, whereon lies the bifurcation of com- 
mon carotid. 

The lymph of the anterior half of the tongue passes 
probably only rarely through the parotid glands, and usu- 
ally by one or more of the anterior group of glands. 
Lymphatics are frequently found imbedded in the sub- 
maxillary glands and sometimes they may be imbedded in 
the parotid glands. Therefore, in an operation for the re- 
moval of the lymphatics it would be wise, in addition to 
the excision of the anterior three groups of glands, to 
remove also the parotid glands or others which may be 
affected. The operation devised by Butlin is as follows: 

The anterior triangle is thoroughly exposed by an incis- 
ion 7 inches long on the anterior border of the sterno- 
mastoid muscle, from the mastoid process to below the 
thyroid cartilarge, and a second incision from the symphy- 
sis of the lower jaw to the first incision about the level of 
the thyroid cartilage. The triangle is carefully dissected 
upward, beginning at the apex. The incidental vessels 
severed are clamped, etc. The submaxillary salivary gland 
is taken out, and the connective tissue and glands are 
taken out en mass, The submental and parotid glands 
are, however, not taken out so readily. The patient is 
confined for 8 or 10 days after the operation. It is rather 
hazardous to excise the glands when removing the affected 
portion of the tongue. Therefore, the patient is allowed 
to recuperate 3 or 4 weeks before subjecting him to the 
second operation. The importance of this latter opera- 
tion should be impressed upon all patients so afflicted. 

Loeb. 
Hare-Lip.—A Case in Practice. 

279. CARPENTER, GEO. T, (Jour. Am. Med. Ass’n, 
April 30, 1898.) The patient, a woman of 22 years, had 
suffered from birth from double hare-lip, and also cleft of 
both hard and soft palate, which were very large, but 
nature had largely overcome the latter defect by hyper- 
trophy of the inferior turbinated body. The voice, in 
consequence, though not good, was much better than that 
of many with much less defect. Three excellent photo- 
graphs of this case show the advantage of operative in- 
tervention. Scheppegrell. 
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Ccngenital Cleft Palate. 

280. CooMEs, M.F. (Louisville Med. Mon., May, 1898.) 
A report of two cases in which the usual operation was 
performed. The advantage of early operation, not later 
than the sixth year, is advocated. Scheppegrell. 

Practical versus Theoretical Tonsillotomy. 

281. CouLTER, J. H. (-Jour. Am. Med. Ass’n, Feb. 26, 
1898.) A plea for tonsillotomy by cautery dissection as 
suggested by Dr. Pynchon. Scheppegrell. 

Treatment of Chronic Inflammation of the Tonsils. 

282. ELLEGOoopD, J. A. (Jour. Am. Med. Ass’n, March 
12, 1898.) A resumé of the therapeutic and surgical 
method of treating these cases. Scheppegrell. 

Some Modifications of the Operation for Closing Congenital 

Fissures of the Palate. 

283. FILLEBROWN, THOS. (Boston Med.and Surg. Jour., 
Feb. 3, 1898.) The plan suggested renders it possible to 
close the whole cleft of the hard and soft palate in one 
operation. A modification of the ordinary closing opera- 
tion of Langenbeck is lateral incision then described, being 
made external to the tonsils to relieve the tension of the 
soft palate. Wire sutures and discs take the strain and 
successfully counteract the muscular action and hold the 
line of union immovable, so that a guard plate is unneces- 
sary. Scheppegrell. 

Salivary Calculi. 

284. FREUDENTHAL, W. (-Jouwr. stm. Med. .Ass’n, Feb. 
26, 1898.) The growth and formation of salivary calculi 
begin years before their detection. These ducts some- 
times contain large stones without producing any symp- 
toms. In the three cases reported the calculi were found 
in Wharton’s duct. -The author believes the compara- 
tively larger proportion of mucin, a substance which 
seems to possess considerable adhesive properties, and 
which seems to favor the deposit of organic salts, is re- 
sponsible for the fact that these calculi form more freely 
in Wharton’s duct. 

(The fact that gravity aids in the discharge through 
Steno’s duct and opposes the flow through Wharton’s is 
probable, also an etiologic factor in the larger number of 


caleuli found in the latter.—Scheppegrell. ) 
Schepyn qe ll. 
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Croupous Tonsillitis. 

285. GLEASON, E. B. (Atlanta Med. Weekly, Jan. 29, 
1898.) Croupous tonsillitis may frequently be avoided by 
washing out each affected crypt with peroxide of hydro- 
gen, by means of Blake’s middle ear canula attached to a 
hypodermic syringe. An application of a 12 per cent. 
solution of nitrate of silver is then made into each crypt 
by means of a fine Allen probe, to which a few fibers of 
cotton are attached. This may be repeated two or three 
times daily, and will frequently result in a cure the second 
or third day. Scheppegrell. 

Tuberculosis of the Tonsil. 

286. OPPENHEIMER, SEYMOUR. (Med. News, Jan. 15, 
1898.) Tuberculosis of the tonsil may be primary or second- 
ary, the former being very rare and the latter of frequent 
occurrence. Primary tuberculosis of the tonsil may de- 
velop pulmonary tuberculosis by infection through the 
lymphatic system. The local symptoms are principally 
pain and dysphagia, which may be quite severe in form. 

The diagnosis is usually easy on account of the con- 
comitant pulmonary changes. The differentiation is from 


lupus, syphilis and cancer, that from syphilis being diffi- 
cult, as there may be double infection. The therapeutic 
test will assist the diagnosis. The prognosis is very un- 
favorable. The author refers to curettement of the ulcers 


with a sharp spoon and the application of lactic acid. 
Scheppegrell. 
The Supratonsillar Fossa and Its Affections. 

287. PATTERSON, D. R. (Jour. of Laryng., April, 1898.) 

This particular part of the throat, which has long been 
considered a large tonsillar crypt, has been subjected by 
the writer to considerable observation, and he thus de- 
scribes its anatomy: 

If the tonsillar region of a child or young adult be in- 
spected it will generally be found that the tonsils are fairly 
well marked, each gland, though embedded between the 
pillars of the fauces, being well circumscribed and readily 
differentiated from the surrounding structures. The 
opening of the various erypts are seen the inner or super- 
ficial aspect, and toward the upper part these are usually 
larger. 
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If one carefully observes the anterior palatal arch(arcus 
glosso-palatinus,) there may be seen a fold of mucous 
membrane arising from its free border, and stretching 
backward toward the tonsil, which it partially covers. 

This fold, which posseses considerable importance, has, 
in well marked instances, a triangular shape, and to it His 
has given the name plica triangularis. At its apex it may 
be seen to blend with the arch and become lost in the 
velum palati; the base disappears in the structures at the 
rootof the tongue, whilst the free edge may extend over 
the tonsil for a variable distance, and even be closely ad- 
herent to the gland. The enlarged tonsils of children 
frequently show it in a characteristic form, where it cov- 
ers the anterior or buccal surface and gives to it a smooth 
appearance, in marked contrast to the uncovered part with 
its network of cryptic orifices. 

At the upper part of the tonsilar region (interstitium 
interarcuarium) (His), and immediately behind the plica, 
a probe suitably curved may be passed into a cavity which 
extends into the soft -palate for a variable distance, and 
bears an important relation to the tonsil. This space has 
been termed by His the supratonsillar fossa, a name ap- 
propriate enough, perhaps, to a majority of the cases, 
but not strictly applicable to all. While it is most unde- 
sirable to multiply names, the addition of the term palatal 
recess would be more accurate and free from objection. 
and at the same time in strict keeping with the designa- 
tion of its analogue, the pharyngeal recess (fossa ot 
Rosenmiiller). But the former appellation has just re- 
ceived the imprimatur of representative anatomists, and 
been accepted in the new nomenclature, so that the sug- 
gestion of any further title, however commendabie, is 
scarcely to be justified. 

Complete examination of the space cannot be carried 
out in the living subject, but sufficient may be made out 
to satisfy oneself that it is very different from a large or 
dilated crypt, and it is more than probable that the occa- 
sional presence of a wide crypt at the upper part has led 
to the confusion. 


DEVELOPMENT OF THE FOSSA. 


Situation and Relation of the F’ossa.—This depends upon 
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(1) the disposition of the plica and (2) the development 
of the lymphoid tissue, though it is possible that the see- 
ond visceral cleft has some influence upon the extent of 
the recess. Sometimes the plica is but slightly marked, 
at times it appears merged in the anterior pillar and not 
infrequently it covers the whole of the anterior surface of 
the tonsil. The mode of development of the lymphoid 
tissue is an important factor in modifying the fossa, espe- 
cially in three particulars: 

Between the fourth and fifth month of fetal life the an- 
terior palatal arch widens and forms the free edge of a 
triangular fold of mucous membrane (plica triangularis), 
which projects behind over the groove (sinus tonsillaris) 
in which the palatal tonsil is developed. 

According to K®olliker, the tonsil at the fifth month is a 
smooth sac, with fissure-like opening and several small 
cavities, the internal or median aspect of which looks like 
a valve, the latter being evidently the plica triangularis. 
Lymphoid tissue forms in the sinus or groove, and almost 
completely fills it, constituting thereby the tonsil. 

According to the degree in which this is affected, and to 


the mode of arrangement of the plica, a number of vari- 
ations are met with. But in nearly every instance there 
is left a small recess (the fossa supratonsillaris,) at the 
upper part of the interstitium in relation to the apex of 
the tonsil, and covered by the freed edge of the plica, 


THE SITUATION AND RELATION OF THE FOSSA. 


These are influenced by two main considerations. First, 
the disposition of the plica; second, the development of 
the lymphoid tissue. The influence of the former is plain. 
Sometimes the plica is sligntly marked, being mostly con- 
spicuous as a free edge covering the outlet of the fossa at 
the upper part of the fossa. Its lower part may appear 
merged in the anterior pillar, from which, however, it can 
usually be distinguished. As the tonsil disappears the 
plica recedes and approaches the posterior pillar more, 
and may be found traversing the interfaucial space ob- 
liquely downward and backward. 

The space is modified by the development of the lym- 
phatic edge in the following ways: 
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(a.) Where the body of the tonsil is well developed and 
the upper part but slightly, the fossa is generally a wide 
space occupying the apex of the interstitium, and may be 
readily examined in its extent with the help of a rhino- 
scopic mirror. Bounded in front by the plica and the an- 
terior pillar, it is open to the fauces, and in such a con- 
dition retention of discharge is, of course, hardly possible. 

(b.) If the upper part of the tonsil is well marked, the 
fossa ordinarily opens on the upper and anterior aspect of 
the interstitium, being bounded behind by a process of the 
gland which extends upward. This is the commonest 
form and the most important, from the circumstance that 
the plica lies closely over its narrow outlet. 

(c.) A rare condition of the fossa was met with where 
it lay to the upper and posterior aspect of the tonsil. The 
adenoid tissue had developed upward behind the anterior 
palatal arch, and occupied closely the front part of the 
interstitium. In the cases observed there was certainly a 
small space covered by the plica in front, but behind the 
tonsil, nearer the posterior pillar, the recess was much 
greater, and in one instance of considerable size, from 
which large cheesy masses were repeatedly removed. In 
all the cases the condition gave the appearance as if it 
were produced by a prolongation upward of the lymphoid 
tissue, which had divided the upper region of the intersti- 
tium Jongitudinally. 

Extent.—In one instance the fossa extended as far as 
the ramus of the jaw; it may bend over the apex of the 
tonsil and dip down until it comes in relation with the su- 
perior constrictor and other deep structures; it occupies 
the soft palate to a variable degree. 

Frequency.—Coincident with the atrophy of the tonsil 
the fossa becomes more shallow, and it may be represented 
by nothing more than a dimple. The writer has never 
failed to find it in children and young adults. Itis common 
to find it of any considerable size later in life. 


Suppurative disease of the supratonsillar fossa is met in a 
variety of forms. There may be a thin scanty flow of 
pus, or it may be more abundant and of a thicker con- 
sistency. Cheesy matter, pus and particles of grit, or 
even a calculus may be found within the fossa, likewise 
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masses of leptothrix and granulations. Clearing out the 
space and brushing it with a caustic solution is usually 
only palliative. Collections of pus in the fossa sometimes 
discharge periodically, and closely resemble an empyema 
(of a soft walled space). Three characteristic cases are 
described in which treatment was followed by recovery. 
For treatment in many cases it is sufficient to enlarge the 
narrowed opening of the fossa by taking away part of the 
plica; sometimes the tonsil must be enucleated. 

Papilloma of the plica constitutes a large proportion of 
what is called papilloma of the tonsil, 

Malignant Disease.—The writer relates one case in which 
the origin was in the fossa 

Foreign bodies sometimes lodge in the fossa, and fish 
bone and small splinter of meat bone may enter and lie 
there for an indefinite period. Loeb. 

Tuberculosis of the Pharynx in Children. 

288. PLICQUES, Lariboisiere (Ann. des Malad. du 
Lar. de V Oreille, du Nez et du Phar., March, 1898.) Tu- 
berculosis of the pharynx is rare. Siegert reports two 
cases. One with false diphtheritic membranes on the 
uvula, rear wall, and both sides of the pharynx, with num- 
erous tubercle bacili. 

The second with one single ulcer in the pharynx. The 
epiglottis is often the seat of destruction. Demme (Bern) 
reported several cases; in one the mucous membrane of 
the cheek became involved. The disease is almost always 
fatal, especially on account of the usually very poor gen- 
eral condition. Holinger. 

A Case of Chronic Abscess of the Tongue. 

2989. RICHARDSON, C. W. (Jour. of the Amer. Med. 

Ass’., February 28, 1898.) In a patient, a girl of 18 


years, while being treated for nasal disease, an oval ele- 


vation in the center of the dorsum was observed. A diag- 
nosis of dermoid cyst was made, Tendays later the pa- 
tient developed severe earache, which became more and 
more intense, the temperature being 100 degrees. While 
pressing the growth on the tongue, it was noticed that the 
pain was aggravated. An incision was at once made and 
several drams of offensive pus was liberated, this being 
followed by complete recovery. Scheppegrell. 
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A Case of Unusual Defective Development in an Infant. 


291. RoE, JNo. O. (Buffalo Medical Journal, Jan- 
uary, 1898.) The patient, five weeks old, presented the 
following points worthy of attention: <A full, wide double 
cleft through the upper lip, the jaw and the hard and soft 
palate, and the free exposure of the nasal chambers, the 


size and amount of projection of the intermaxillary bone, 
and its attachment to the end of the nose. In the oper- 
ation, complete success attended the loosening and break- 
ing down of the intermaxillary portion, which was fol- 
lowed by a firm union on both sides to the maxillz. The 
floor of the anterior portion of the nostril and the gap in 
the lip were filled in, resulting in quite a normal appear- 
ance. Scheppe gre ll. 
Pharyngitis Herpetica Associated with Menstruation. 

292. SomERS, LEwIs 8S. ( Phil. Med. Journal, February 
26, 1898.) The development of pharyngeal and buccal 
herpes during menstruation has been noted by various ob- 
servers. who consider the menstrual function an etiologic 
factor in their development. The onset is usually accom- 
panied by malaise, fever, and some gastric disturbance. 
The patient complains of sore throat in varying degrees, 
the salivary secretion is increased and the submaxillary 
olands moderately congested. 

If an examination of the mouth and pharynx be made 
early in the course of the disease, groups of small vesicles 
surrounded by a red areola will be seen, these being sit- 
uated often on the soft palate, but usually accompanied by 
a similar eruption on the mucous membrane of the cheeks, 
tongue, and frequently a group will be observed on the 
lips. These vesicles soon rupture and form small ulcers 
covered with a white membrane. If the eruption is left 
alone, it will pass through its natural course and disap- 
pear within a few days to two weeks, but relapses are 
common, and it may soon develop a chronic nature. The 
treatment is generally hygienic and constitutional; gen- 
eral tonics and local soothing applications to the mouth 
and pharynx are recommended. Scheppegrell. 

The Oral Cavity in Its Relation to Tuberculosis. 

293. TALBOT, E. S. (Jour. of the Am. Med. <Assn., 

May 28, 8898.) Tuberculosis acts directly upon the teeth 
2 
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in reducing vitality, thus causing decay to take place 
more rapidly. Children who are born of tuberculous par- 
ents, almost invariably have an arrest in the development 
of the jaw, and certain teeth do not appear. In such 
children, in 45 per cent. the third molars, and in 14 per 
cent. lateral incisors are wanting. Scheppegrell. 


MOdern Operation for Cancer of the Lip. 


204. WARREN, J.C. (Boston Med. and Surg. Jour., 
February 24, 1898.) The prognosis in these cases is fa- 
vorable. Not only should a V-shaped section including 
the cancer be removed, but also the glands on either of 
the sides of the jaw just inside the lower margin of the 
horizontal portion, and also occasionally a gland on the 
median line beneath the chin, as these are so frequently 
involved in the pathologic process. Scheppeqrell. 


A Recurrent Membranous Pharyngitis of Nineteen Years 
Duration. 


295. Hunt, J. M. (Journal of Laryngology, Rhin- 
ology and Otology, February, 1898.) During eighteen 


years the patient, a middle aged unmarried lady, had not 
been free from the throat trouble but four months. At 
interval of ten to fourteen days she was taken with an 
acute sore throat, always limited to the left side, accom- 
panied by a membranous exudation extending over the 
tonsil and side of the pharynx. In a week or two it dis- 
appeared and the whole process recommenced. Examina- 
tion showed a thick, white membrane, extending over left 
tonsil, posterior fold of the palate, the lateral wall of the 
pharynx, left half of the posterior surface of the epiglottis, 
now continuous with that on the pharynx. Removal of a 
portion of the membrane which was surrounded by a 
highly inflamed mucous membrane resulted in a raw, 
bleeding surface remaining. 

. Opinion was given that the membrane was artificial by 
reason of the duration of the disease, despite treatment; 
cessation for four months while patient was confined to 
bed; situation on the left side and the membrane on the 
epiglottis not being continuous with that on the pharynx. 
Membrane contained streptococci and staphylococci, but 
no Loeffler bacilli. It was found that for twenty years the 
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patient had renewed at long intervals a prescription for 
liquor epispasticus, the application of which doubtless 
caused the recurring membranous pharyngitis. Loeb. 


IV.—LARYNX. 


Recent Observations on Intubation of the Larynx. 

296. BARKER, W.S. (Medical Review, February 19, 
1898.) Thecauses of returning laryngeal stenosis after 
intubation, are as follows: 

Persistent diphtheritic pseudo-membrane; edema of 
laryngeal mucous membrane; destruction of cricoid car- 
tilage, allowing collapse of thyroid cartilage on trachea; 
cicatricial contractions due to ulcerations; exuberant 
granulations; abductor paralysis. 

The author suggests the following useful rules in prac- 
ticing intubation: 

1. Use only the most approved shape and size of tube. 

2. Let the tactile sense of the hand making the intro- 
duction always be on the alert for indications as to the di- 
rection and amount of force to be used, or, in other words, 
let the fingers, not the fist, do the work, As in catheter- 
ization, avoiding force, using all gentleness. 

3. Be sure of the position of the epiglottis, and pres- 
sing it anteriorily against the base of the tongue, do not 
fail to recognize the superior opening of the larynx just 
beyond and beneath the base of the epiglottis, but quite 
adjacent to it. 

4. Keep the introducer (or extractor, as it may be,) 
well in the median line, for the tube is not constructed to 
enter at any other angle. 

5. Do not feel it incumbent upon the operator to intro- 
duce the tube gracefully at the first pass, but rather be 
prepared to make a number of gentle and harmless passes, 
finally successful. 

6. In very young patients there is repeated failure to 
introduce the tube, unless it is remembered that the faucial 
spaces being quite diminutive, and the ordinary introducer 
being really rather too large, it is necessary early in the 
operation to bring the tube close under the epiglottis by 
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raising the handle of the introducer before the tube has 
passed beyond and posteriorly to the tips of the aryteoid 
cartilages. For extubating with facility in infants, as well 
as in older children, two sizes of extractors are really 
needed. 

7. Do not resort to tracheotomy too hastily when, at 
the first appearance, intubation seems not fully to meet 
the requirements of the case. It is likely that a special 
modified tube will answer, unless the obstruction is lower 
down in the trachea, when a low tracheotomy is the proper 
thing. Scheppegrell. 
Remarks Upon the Surgical Treatment of Malignant Disease 

of the Larynx. 

297. DELAVAN, D. B. (Jour. Am. Med. Ass’n, March 
12, 1898.) Dr. Butlin and many of the best surgeons of 
the day advocate the following propositions: 

1. Every malignant growth of the larynx of intrinsic 
origin, which can be dealt with, should be treated by an 
operation in the absence of a decided indication to the 
contrary, and the operation should be performed with the 
least possible delay. 

2. Every tumor of the larynx suspected to be malignant, 
of intrinsic origin, of limited extent and apparently within 
reach of free removal, justifies an exploratory thyrotomy 
in a suitable patient, in the absence of infiltration of the 
surrounding structures and the involvement of the lym- 
phatic glands. 

In cases in which the malignant disease is absolutely 
confined to the interior of the larynx, a thyrotomy may 
be performed according to the method described by Butlin 
and Semon, which should be more or less radical, accord- 
ing to the parts involved. Where the disease has mad 
considerable progress, the radical operation of Dr. J. Solis- 
Cohen, of Philadelphia, may be practiced. It has the fol- 
lowing advantages: 

1. The danger to life from inspiration pneumonia is 
greatly lessened, owing to the shutting off of the mouth 
from the trachea. 

2. Swallowing is accomplished with great ease and as 
freely as under ordinary circumstances. 

3. In at least three cases thus operated upon the power 
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of phonation has been acquired, with a voice fully as sat- 
isfactory as that produced by an artificial appliance. 

4. The comfort of the patient is greatly increased, and 
the disfigurement of the other operation and the wearing 
of an artificial larynx largely done away with. 

Carcinomatous cases requiring laryngectomy are des- 
perate at the best, both as to the immediate and ultimate 
results, and with our present limited knowledge of the sub- 
ject no amount of caution, however great, will avail in 
preventing a high percentage of failures. With the best 
results obtainable, it should not be forgotten that in this dis- 
ease surgery is, and probably always will be, a forlorn hope, 
and that while we have discovered some better method of 
dealing with it; the results of operations, even under the 
best conditions, will fall far short of a perfect means of 
cure. Scheppegrell. 

Laryngeal Stenosis Due to Advanced Tubercular Disease, 
Relieved by Intubation. 

298. DELAVAN, D. B. (New York Polyclinic, March 15, 
1898.) The patient, a. woman of 23 years, suffered from 
pulmonary and laryngeal tuberculosis. Recent suffocat- 
ing attacks had developed, causing considerable distress. 
A laryngoscopic examination showed only a small chink, 
through which the patient was uable at times to draw suf- 
ficient air to support life. Oxygen gave considerable 
relief. 

It was then suggested to insert an O’Dwyer’s tube, co- 
cain being first applied and the tube inserted by means of 
means of a laryngeal mirror. This was worn for one week 
without discomfort. The condition of the larynx improved 
so much that there was no necessity for re-introduction of 
the tube, and the dyspnea did not return for six weeks. 
The tube was again inserted, and was followed as before 
by relief. -While life could not be saved in this way, it 
caused relief of suffering. Scheppegrell. 
The Cuaiacol Treatment of Laryngeal Tuberculosis, Especially 

by Submucous Injections. 

299. DONELAN, JAMES. ( Lancet, Dec, 25, 1897.) In 7 
cases in which guaiacol was administered by submucous 


injection, the results were uniformly satisfactory as re- 
gards the local action. The method, which is a slight 
modification of Chappell’s‘ is as follows: 
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The larynx is cleansed with antiseptic sprays, and a 
mixture of guaiacol in paroleine or castor oil, whereby the 
edema is reduced and superficial ulcers healed. After 
cocainization a submucous injection of usually 1 minim of 
pure guaiacol is made into the floor of an ulcer, or into 
the most prominent part of an infiltration. In no case 
was there any serious inconvenience following the opera- 
tion, which was repeated at intervals of a week, and in two 
cases for part of the time every four days. 

The good results of this treatment is most manifest in 
the speedy relief from dysphagia. The instrument used 
is made entirely of steel, and consists of a barrel mounted 
on a modified pistol] handle, a long steel tube with a rect- 
angular laryngeal curve, at the end of which is a thread 
coarse enough to carry the different nozzles. Each nozzle 
ends in a smoothly rounded shoulder, which prevents the 
needle penetrating too far. The needle projects a quarter 
of an inch from the shoulder, in order to insure the reten- 
tion of the fluid. Instead of a piston rod and leathers, 
there is a steel plunger graduated in minims, and fitting 
the barrel with sufficient accuracy to insure the propulsion 


of fluids. Loeb. 


Etiology of Laryngismus Stridulus. 

300. ERSKINE, A. M. (British Med. Jour., Jan. 15, 
1898.) The writer discovered that typical attacks of laryn- 
gismus stridulus, with carpopedal contractions, could be 
produced by rubbing the finger over the gums of a rickety 
child of 12 months. After lancing the gum three teeth ap- 
peared, and the attacks subsided. Loeb. 


Subglottic Abscess.—Death from Edema of the Clottis. 


301. Ewine, JAs. ( Med. Rec., Jan. 8, 1898.) The pa- 
tient suffered from the ordinary symptoms of cold when 
he entered the hospital. Examination showed consider- 
able swelling around the base of the glottis, but not much 
obstruction in spite of the presence of considerable dysp- 
nea. Shortly after admittance this increased suddenly, 
and the breathing became markedly stridulous. Operation 
of any kind was refused. He suddenly became uncon- 
scious and a hurried tracheotomy was performed, but this 
did not save him. 
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The post mortem showed general edema of the glottis, 
and of the whole larynx. Below the posterior attachment 
of the right vocal cord a small opening was found in the 
mucous membrane, which communicated with a small ab- 
scess cavity containing pus. A bacteriological examina- 
tion showed this to have been simple primary abscess, aris- 
ing probably from the larynx. Scheppegrell. 

A New Case of Hyaline, Typical Myxoma of the Larynx. 


302. GAUDIER, Lille. (Ann. des Mal. de Lar. d’ Oreille 
du Nez et du Phar., April, 1898.) Man of 34, with com- 
plete hoarseness and shortness of breath, was found suf- 
fering from a transparent polypus, which covered the 
whole glottis. He was cured after the polypus had been 
removed with the intra-laryngeal forceps of Gottstein, 
under local anesthesia with } grain of cocain. 

Holing r. 
Ceneral and Local Anesthesia in Laryngology and Rhinology. 

303. GipB, J. S. (Jour. Am. Wed. Ass’n, March 5, 1898.) 
A comparative study of the advances made in local and 
general anesthesia in intra-nasal, naso-pharyngeal, 
pharyngeal and laryngeal operations. 

Scheppegrell. 

Report of the Progress Made in the Treatment of Laryngeal 

Tuberculosis. 

304. GLEITSMANN. J. W. (Wed. Jtec., Dec. 4, 1897.) An 
interesting resumé of the subject of the title. The treat- 
ment is divided into three parts, the medicinal, the local 
and the surgical. The author concludes that during the 
past few years not only satisfactory progress in the treat- 
ment of laryngeal tuberculosis has been made, but that in 


many directions diligent efforts are being made to over- 
come our deficiency and to improve our methods. When 
the necessity of an early interference shall have been 
more fully accepted, the task of the laryngologist will be 
simpler and the results more satisfactory. 


Scheppegrell. 
Two Cases of Laryngeal Spasm, Fatal in the First Attack, 
Occurringin the Same Family. 
305. Hunter, C. H. ( British Medical Journal, April 2, 
1898.) In the first instance the attack followed an out- 
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break of temper, and in the second the baby, a7 months’ 
sister of the first, the attack came on without warning. 
In both, without any previous illness, death followed in a 
few minutes. Autopsy showed in both cases marked signs 
of rickets, otherwise all organs were healthy. There was 
no foreign body or obstruction of any kind in the larynx 
or trachea. Loeb. 


Case of Parakinesis of the Vocal Cords, with Very Pronounced 
Aphonia. 


306. JANKELFVITCH, S. (J/?ev. Hebd. d’ Otol., de Laryng. 
et du Rhinol., Feb. 26, 1898.) <A lady of 45 suffered from 
complete paralysis of the vocal cords. They were in med- 
ian position and left but a narrow slit, which did not widen 
in deep respiration. In phonation the opening became a 
little larger. After practicing phonation and respiration 
under control of the larynx mirror, and some anti-tuber- 
cular treatment to help suggestion, the patient got well 
and proved very thankful. Llolinger. 


Chronic Stenosis of the Larynx. with Five Illustrative Cases. 

307. JONES, W. S. ( Jour. of the Am. Med. Ass’ n., 
March 12, 1898.) In chronic cases the most frequent in- 
itial symptom is dysphonia, which is sooner or later fol- 
lowed by other characteristic signs, such as dyspnea, 
dysphagia, etc. In the first case reported, a man of 35 
years, a diagnosis of prolapse of the ventricle was made 
and successfully treated by the application of the electro- 
cautery. 

In the second case, a man of 52 years, tubercular laryn- 
gitis and syphilis were excluded, and the cause was sup- 


posed to be due to localized chondritis, which necessitated 


tracheotomy. 

In the third case, a man of 42 years, the stenosis was 
due to syphilis of the larynx. A tracheotomy gave relief, 
and the patient recovered under antisyphilitic treatment. 

In the fourth case,a man of 53 years, a growth involved 
the right side of the larynx; a diagnosis of sarcoma being 
made. Laryngectomy was refused. 

The fifth case, a man of 30 years, was due to a scar re- 
sulting from attempted suicide. 

(The first case reported was probably one of hyperplasia 
and not of prolapse of the ventricle. From a microscopic 
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examination of two cases, and an analytical study of all 
reported cases, B. Friinkel (‘‘Der sogenannte ‘Prolapsus’ 
des Morgagni ’schen Ventrikels,’’ Friinkel, Archiv. Ff. 
Laryng. und Rhin., Band I, Heft 3,) maintains that these 
are not really due to a prolapse of the ventricle, but to a 
hyperplasia of the lateral and frequently the superior wall 
of the ventricle. This subject is of importance, as fre- 
quently much time is lost in useless efforts to replace the 
prolapse, instead of using a simple operation for the re- 
moval of the growth.—Scheppegrelll. ) 

Sche ppegre ll. 
incurable, Benignant Paralysis of the Recurrent Nerve After 
Measles. 

308. LERMOYEZ. (Ann.des Mal. de U Oreille du Lar. du 
Nez et du Phar.., April, 1898.) Different forms of par- 
alysis of the recurrent nerve and their prognosis are first 
spoken of. While, as a rule, they are of a rather serious 
nature, the author tells of a lady of 30 who, since her third 
year suffered from paralysis of the left recurrent nerve so 
that the left vocal cord stays in cadaveric position. Pho- 
nation is performed by the right cord passing the middle 
line. The patient makes the exact statement that this dis- 
ease made its first appearance after measles, improved, 
but recurred two years later after a heave attack of 
whooping cough. She had a tubercular history and 
heredity, The author found only a few similar cases in 
literature. Hlolinger. 


Report of a Case of Malignant Crowth in the Larynx. 

309. MyYLes, Rost. C. (.Vew York Polyclinic, March 
15, 1898.) The patient, a man of 45 years, suffered from 
loss of voice, sore throat, cough, difficulty of breathing, 
weakness and nightsweats. <A large growth was found in 
the larynx attached to the left vocal cord, and the adja- 
cent and inferior parts, extending across the anterior com- 
missure. 

A histologic examination showed the tumor to be sar- 


coma. A laryngectomy was then successfully made by 
means of the Solis-Cohen operation. When the wound 
closed it was found that the patient had a fair amount of 
speech. Unlike the well known case of Solis-Cohen, in 
which the patient has a pocket in the upper esophageal 
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region and emits regular puffs of air, as is done in ordi- 
nary laryngeal speaking, the voice in this case seemed to 
be produced merely by the air being forced by pressure of 
the muscles over the rough edges of the glosso-pharyn- 
geal region, in this way producing enough vibration for 
whispered speech to be made by the tongue, lips, teeth 
and palate. Scheppegrell. 


Multiple Papillomata of tha Larynx in Young Children 
Treated by Tracheotomy Only. 


310. RAILToN, T. C. (British Medical Journal, Feb- 
ruary 10, 1898.) The writer relates two cases in which 
cure resulted after wearing the tube forty-five months and 
twenty-six months respectively. Loeb. 


Alterations in the Shape of the Trachea. 

311. Stmmonps. (C%l. f. Chirg., March 22, 1898; Jour. 
of the’ Am. Med. Ass’n., April 30, 1898.) The author, di- 
rector at the large hospital at Hamburg, has made a study 
of casts of tracheas. He found numerous constrictions, 
dilatations, and angularities; scoliosis was noted in one- 
fourth of all the cases. Constrictions produced by the 
pressure of aneurisms, tumors and latent goitres were fre- 
quent, also a groove, which he attributes to the pressure 
of the arteria anonyma. The walls were frequently found 
ossified and flattened in elderly persons, for which he sug- 
gests the descriptive name of ‘‘senile sabersheath tra- 
chea.’’ Universal dilatation was noticed in only one case, 
probably congenital, but partial ectasia was common, al- 
most invariably in the middle section of the rear wall, in 
elderly persons, accompanied by atrophy of the wall. 

Scheppegrell. 
Spasmodic Closure of the Clottis in the Adult. 

312. STILLSON, HAMILTON. (Journal of the Amer. Med. 
Ass’n., February 26, 1898.) Spasmodic ccclusion of the 
larynx in an adult is usually of the nature of a reflex. 
Spasm of the abductor muscles is usually found in such 
nervous diseases as chorea and hysteria. Much discord 
exists as to the nature of this form of pharyngeal spasm, 
but in the opinion of the writer, the affection is of the na- 
ture of petit mal. In the case reported, the attack was at 
first characterized by loss of consciousness, but in the 
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subsequent attacks, which had continued for five years, 

the patient coughed and strangled, but did not lose con- 

sciousness. Scheppegrell. 
An Extended Tracheotomy Tube. 

313. Sommer, H. O. (Medical Times, April, 1898.) 
In view of the possibility of vomited particles entering the 
ordinary tracheotomy tube, and to favor ordinary aseptic 
precaution, the author suggests the addition of a flexible 
rubber tube of sufficient length. This is attached after 
the patient has coughed up the usual secretions immedi- 
atelo consequent or subsequent to the introduction of the 
tube. Scheppegrell. 
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Tuberculosis of the Throat. 
314. THomaAs, H. M. (Jour. of the Amer. Med. Assn., 
May 28, 1898.) Where the mucous membrane is not bro- 
ken, lactic acid proves negative. Twenty per cent. solu- 


tions of menthol in olive oil injected into the larynx, is ef- 
ficacious. Much temporary relief can be afforded by the 
inhalation of vaporized antiseptic oils, which being car- 
ried directly to the abraded surfaces are well deposited 
over them, and through absorption and mechanical pro- 
tection greatly allay many of the distressing symptoms at- 
tending laryngeal tuberculosis. Scheppegrell. 

Wound cf the Thoracic Part of the Trachea After a Wound of 

the Neck wtth Pointed Cutting Instrument. 

315. VANOERTS. (Ann. des mal. de Lar.. d’ Oreille du 
Nez. et du Phar., March, 1898.) A man of 41 year tried 
to commit suicide. The skin was cut above the sternum. 
The trachea was almost completely separated three cm. 
below the upper margin of the sternum. The patient re- 
covered sufficient to tell that he had stuck the knife deep 
down behind the sternum. No post-mortem was allowed. 

Holinger. 

Notes on a Case of Carcinomatous Crowth in the Larynx. 

316. HAMILTON, Bruce. (Journal of Laryngology, Rhin- 
ology and Otology.) For twenty years the patient had 





RHINO-LARYNGOLOGICAL LITERATURE. 413 


been afflicted with hoarseness, sometimes amounting to 
complete loss of voice. Other symptoms were cough, 
which was worse in winter, expectoration of a few mucous 
pellets, hot and dry throat at times. There was no his- 
tory of syphilis or indulgence in stimulants. Laryngo- 
scope gave no evidence of a new growth, but the lining 
membrane throughout exhibited an extreme degree of hy- 
peremia, and the vo -al bands which seemed shrunken. 
and differed but slightly in color from the surrounding 
parts, were not impaired in motility. 

Six months later inspiratory stridor was plainly audible 
and speech was reduced to the merest whisper, though 
there was little pain or difficulty in swallowing. <A hard, 
smooth, rounded, firmly fixed mass was felt close to the 
left side of the thyroid cartilage, and about an inch to the 
outer side of this a second tumor as large as a horse- 
chestnut. The skin over the growths was freely movable, 
and some swollen glands were found on the other side. 
The anterior half of the glottis was occupied by a growth. 
Definition of the vocal bands was impossible; the left, 
gereatly enlarged, was the seat of an ulceration along its 
inner margin and the right was swollen and congested. 
There was slight movement on the right side, but none 
on the left. Examination of a fragment showed that the 
growth was of an epitheliomatous nature. Laryngectomy 
was performed and afforded relief for a short time, but the 
patient succumbed from septic pneumona. The interest- 
ing features of this case are the long history of hoarse- 
ness and chronic laryngitis, and the first examination re- 
vealing no signs of cancer, which was so manifest and ex- 
tensive six months later. Loeb. 
The Diagnostic Significance of Laryngeal Abductor Paralysis. 

317. Semon, FELIX. (British Med. Jour., January 1, 
1898.) Notwithstanding the statements of Exner and his 
pupils, the recurrent laryngeal is accepted as the motor 
nerve par excellence of the larynx, the crico-thyroid alone 
being supplied by the superior laryngeal. The origin of 
the recurrent is still not definitely settled, though Russell 


has succeeded in splitting it throughout its peripheral 
length into three different bundles of fibres, one (the in- 
ner group) supplying the adductors, one the abductors, 
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and one by which no motor effect can be produced in the 
larynx. 

During both inspiration and expiration, in fully four- 
fifths of all cases, the glottis forms an isosoles triangle, 
the sides of which move very little or not at all. This tri- 
angle is perceptibly larger than that found after death 
(cadaveric position) and for the reason that the abductor 
muscles are endowed with a special reflex tonus which 
keeps the glottis open during life to such a degree that or- 
dinary respiration is rendered possible. This is produced 
by certain centripetal fibres, contained mainly, but not ex- 
clusively, in the trunk of the pneumogastric nerves 
which are stimulated by the interchange of gases in the 
lungs during the process of respiration and act rhythmic- 
ally upon certain centers of the medulla where they are 
changed into tonic impulses which travel downward along 
the fibres, ultimately forming the recurrent. If a motor 
nerve is cut, complete paralysis of all its muscles results, 
unless they have other nerve supply. Until 1876, it was 
believed that if the lesion is slow and progressive, com- 
plete paralysis will be preceded by paresis equally devel- 
oped in all the muscles supplied, or the paresis will be 
more pronounced in one than another. If the recurrent 
be cut, complete paralysis of all its muscles will follow, 
and the corresponding vocal band will assume the cadav- 
eric position. In regard to the unequally acting cause, 
the writer’s experience has been that in every case of this 
sort the abductor paralysis (never the adductor) was first 
observed whether it was unilateral or bilateral. Search of 
the literature on the subject did not reveal a single well 
authenticated case in controversion of his experience. 
Unless paralysis was complete from the beginning of the 
observation, the abductors were always first involved. 
Furthcr, in every case in which a searching investigation 
was made, the posterior crico-arytenoid muscle was either 
the only one affected, or the atrophic and degenerative 
changes were much more marked in it than in any of the 


adductor muscles supplied by the same nerve. However, 
while the abductor fibres are first to succumb, the adduc- 
tor are first to recover, corroborating the greater vulner- 
ability of the former. The following facts tend to confirm 
the writer’s position: 
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In all species of animals, if the laryngeal museles are 
stimulated with a weak faradic current, it will be found 
that the posterior crico-thyroid muscles iose their electric 
excitability before any of the adductors; sometimes there 
is as much as an hour’s difference. Dr. Risien Russell 
found that the abductor bundle of fibres lost its electric ex- 
citability long before that supplying the abductors. 
Freezing the laryngeal nerve was shown by B. Fraenkel 
and Gad to cause loss of abduction. Grabower has 
found that the nerve endings in the crico-arytenoid and 
internal thyreo-arytenoid are of a much more complicated 
character than those seen in the crico-arytenoid posterior. 
Dr. Franklin Hooper found that stimulation of the cut or 
uncut recurrent laryngeal nerve with an electric current 
which throughout was kept equally strong, resulted in ad- 
duction of the corresponding vocal cord when the narcosis 
was slight, while abduction resulted when the anesthetic 
was pushed to deep narcosis. Theconclusion rationally, 
is, that there must be a specific peripheral and differential 
action through the agency of the circulation upon either 
the nerve fibres, the nerve endings, or the muscular sub- 
stance itself; in other words, there must be a bio-chem- 
ical difference between the two antagonistic apparatus 
which will some day explain the greater vulnerability of 
the abductors. 

In aneurisms of the aorta, causing pressure upon the left 
recurrent, according to the law of greater vulnerability, 
first of all the abductor tonus will be gradually lost. This 
does not cause any interference of breathing inasmuch as 
the other abductor is able to carry on respiration without 
subjective or objective dyspnea. The voice is not neces- 
sarily affected, since the paralyzed cord is in the position 
for phonation. 

The clinical importance arises from the length and 
course of the recurrents, the occurence of laryngeal paraly- 
sis alone as the only positive sign of certain pathological 
processes and the lack of symptoms denoting its presence. 

The motor laryngeal fibres are exposed to the following 
bulbar and bulbospinal affections: hemorrhage and sof- 
tening, syphilitic processes, tumors, diphtheria, progres- 
sive bulbar paralysis, the peculiar form of unilateral par- 
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alysis described by Hughlings Jackson and Morrell Mac- 
kenzie, amyotrophic lateral sclerosis, disseminated cere- 
bro-spiual sclerosis, syringomyelia and tabes dorsalis. 
They are exposed to the following peripheral affections: 
Acute rheumatic influences, catarrhal neuritis, toxic in- 
fluences, tumors in the posterior cavity of the skull or in 
the foramen lacerum or foramen jugulare, pachymenin- 
gitis, traumatism, tumors of the neck, aneurisms, medi- 
astinal tumors, pericarditis, pleurisy, tuberculosis and 
pleuritic thickening of the apex of the right lung, chronic 
pulmonary affections, infectious fevers and esophageal 
carcinoma. It behooves, therefore, the observer who dis- 
covers fixation of one or both the vocal cords in the pho- 
natory position to be very guarded in the diagnosis of the 
disease to which such fixation owes its origin. Loeb. 


V.—DIPHTHERIA. 


Pathclogy and Diagnosis of Diphtheria. 
318. AITKEN, C. W. (Journal of the Amer. Med Assn.. 
May 28, 1898.) Every child’s throat should be examined 
when medical attention is required, as children so infre- 


quently complain of their throats. The noseshould be in- 
cluded in this examination, no matter how intractable the 
child may be. Scle ppegrell. 
An Experience of Ninety-six Cases of Diphtheria in 
Private Practice. 


319. AYLWARD, W.C. ( British Medical Journal, Jan- 
uary 15, 1898.) All of these cases which, on the whole, 
were mild, resulted almost entirely from personal contact 
with diphtheritic patients. In 97 per cent. the membrane 
appeared at one time or another upon the tonsils, in 51 per 
cent. it did not spread beyoud them, while in the re- 
mainder, it spread so as to attack the posterior part of the 
pharynx in 26 per cent., while in 23 per cent., the uvula in 
23 per cent,, soft palate in 15.6 per cent., nares 14.6 per 
cent., and larynx 9.4 per cent. 

Rash appeared in 11.1 per cent. of the infected cases, 
though it appeared in 25 per cent. of those injected with 
fluid serum, while in only 8.33 per cent. of the 60 cases in 
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which the dried serum was employed was this symptom 
present. Paralysis followed in 8.3 percent. of the 24 non- 
serum cases, and in 18 per cent. of the 72 serum cases, in 
all instances the palate being affected. 

The writer objects to the immunizing injections upon the 
grounds (1), that in every one of these cases in which 
serum was used in a full dose on the first appearance of 
false membrane, the arrest of the disease was prompt and 
efficient: (2), considerable pain is often caused by the 
injections; (3), although the risk is probably very small, 
it cannot be said to be absolutely nil; (4), it is an open 
question whether it is prophylactic at all. Loeb. 
An Epidemic of Diphtheria, Demonstrating in a Marked De- 

gree Its Contagious Nature and Value of Immunization. 

320. BERRY, JANE L. (Medical Record, February 12, 
1898.) <A detailed report of an epidemic of diphtheria in 

Johnsbury, Vt. The history of the cases affords a 
striking proof of the infectious nature of the disease and 
the necessity for quarantining in even the mildest types, 
as several of the most Severe cases were contracted from 
those of the mildest form. 

The less severe cases in the onset afforded no reliable 
indication of the final result, as many of these were fol- 
lowed by the development of serious and fatal symptoms 
later. The effect of the antitoxin treatment was pro- 
nounced and gave a low mortality. The value of protect- 
ive inoculation is also illustrated. Scheppegrell 

Clinical Significance of the Different Forms of the 
Klebs-Loeffier Bacillus. 

321. CLAss, W. J. (Jour. of the Amer. Med, Ass’n., 
April 30, 1898.) As a result of a study of 27 cases, of 
which careful bacteriologic examinations were made, the 
author presents t.:e following conclusions: 

1. That the short Klebs-Loeffler bacillus apparently 
produces a toxin of greater virulency than the longer 
forms, although the local manifestations may not be so ex- 
tensive. 

2. That the long Klebs-Loeffler bacillus and the strep- 


tococci, when found alone, gives rise to a mild type of the 


disease. 
3. That the streptococcus is found associated with the 


1” 
ic? 
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Klebs-Loeffler bacillus in most of the severe cases. Its 
special significance is not so clear, but it is possible, by 
causing a more intense inflammatory reaction, it opens 
avenues by which the toxins of the Klebs-Loeffler bacillus 
may find more ready entrance into the circulation, plus its 
own toxin. 

4. That the apparent beneficial action of the antitoxin 
of the. Klebs-Loeffier bacillus is not present, may be due 
to the fact that though the local action of the different mi- 
crobes varies to a considerable extent, the action of their 
toxins, as is shown by the similarity of constitutional 
symptoms produced by them, present many kindred fea- 
tures. The thought, however, arises that the antitoxin of 
one infection may have an inhibitory effect on the toxin of 
another, as is shown by the fact that whooping cough and 
some other infectious diseases have been shown to occur 
less frequently in vaccinated persons and some cases have, 
apparently, been cured by vaccination. Scheppegrell. 

The Treatment of Diphtheria. 

322. DABNEY, 8S. G. (Journal of the Amer. Med. Assn., 
May 28, 1398.) Antitoxin as a prophylaxis has shown that 
in more than 15,000 cases, only 79 had the disease within 
three days after exposure, and to these an insufficient dose 
had been given. The period of immunity is three weeks. 
A concentrated dose is recommended in the treated, 600 
units in the mild cases for children of two years, and in 
severe cases 1000 units. Peroxide of hydrogen is not rec- 
ommended. In laryngeal cases the use of antitoxin is of 
great efficiency when assisted by intubation. Practice in 
intubation of the larynx on dogs is recommended to those 
unfamiliar with the technique. Scheppeqrell. 

An Unusual Experience in Diphtheritic Infection. 

323. FerGusON, E. D. (Jour. of the Amer.4.Med. Ass’ in., 
April 23, 1898.) The cases reported are as follows: 

The first, a boy aged 14 years, became ill March 4, with 
the ordinary signs and symptoms of lobar pneumonia. 
The local physical signs corresponded to the ordinary 
course of the pulmonic disorder, and by March 11th, the 
lung had so far cleared as to show that some element other 
than ordinary pneumonia existed, for, instead of an im- 
provement in the general condition, the symptoms be- 
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came progressively worse, and the patient died March 
13th. No complaint had been made of discomfort in the 
throat, and no evidence of trouble was present here until 
it was too late to examine. This patient died two days be- 
fore the author’s visit. 

The second case, a boy of 11 years, became ill March 
9th, presenting, in the same manner as his brother, the 
usual signs and symptoms of lobular pneumonia. A fa- 
vorable course was pursued until March 14th, whena 
membranous exudate was discovered in the throat, death 
occuring March 16th. 

The third case, the father of these boys, was taken ill 
March Iith. He also presented all the physical signs and 
symptoms oflobular pneumonia, but March 14th the throat 
showed an exudate, death resulting March 16th. 

The fourth case, a brother of the father, became ill 
March 12th, but refused to go to bed until the following 
day. In his case, also, al] the signs of lobular pneumonia 
were present, but March 14th the throat trouble had de- 
veloped, death supervening on the 16th. 

No post-mortem was held, but a bacteriologic examina- 
tion of the pharyngeal exudate showed the presence of the 
Klebs- Loeffler bacillus. 

While the author does not affirm that the pneumonic 
trouble was distinct from the pharyngeal disease, still he 
believes that the clinical history and the distinct limitation 
of the lung element to a single lower lobe in each case 
would justify the inference. Scheppeqrell. 
Progress in the Immunization Treatment for Diphtheria at 

Berlin Hospitals. 

324. HEUBNER. (Jour. of the Amer. Med. .Ass’n., May 
7, 1898.) When a case of diphtheria occurs in the surgical 
wards of the Kaiser and Kaiserin Friederich Hospital, of 
which Prof. Baginsky is the director, he immediately has 
all the other children immunized. In private families, 
when a case of diphtheria occurs, he does not consider 
immunization so necessary. Prompt segregation often 


prevents the disease from spreading to other members of 
the household, and as the doctor in such cases is in daily 
attendance, the serum treatment may be begun as soon as 
the first suspicious symptom is noticed in another child. 
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Antitoxin, when given thus early in the disease, he con- 
siders an unfailing remedy. In patients injected during 
the first forty-eight hours of the disease, there is abso- 
lutely no mortality. 

As Prof. Heubner has for some time made it a practice 
to immunize all the children in his wards at the Charité 
every three weeks, it may be seen what a prominent place 
immunization has taken here during the last year. For a 
while Prof. Heubner had to give up his immunizing injec- 
tions because the hospital directorate thought it savored 
too much of experimental investigation on the children, 
and might arouse popular indignation. They were re- 
sumed after an interval of only twomonths, however. as it 
had become clear that they were wonderfully efficient in 
preventing diphtheria in the wards of the hospital. Abso- 
lutely no inconveniences have resulted from this practice. 

Sclhe ppe grell. 
Municipal Control of Diphtheria. 

325. JAQUES, W. K. (-Jour. of the Amer. Med. Ass’n., 
March 12, 1898.) Municipal control of diphtheria includes 
the enforcement of those hygienic laws which will in- 


crease physiological resistance and thus remove predispo- 
sition to the disease. It must protect children from con- 
tagion by competent medical inspection of schools and 
public places of work. It should furnish the physician 
the means of early bacteriologic diagnosis, and obtain 
and furnish the best possible quality of antitoxin. 
Scheppegretl. 


A Case of Pseudo-Membranous (Diphtheroid) Stomatitis, 
Caused by the Streptococcus Pyogenes. 

326. JURIST, L. (Journal American Medical Ass'n, 
March 19, 1898.) In spite of their exposed position and 
liability to injury, the mouth and tongue are but rarely 
affected in diphtheria and diphtheroid disease. In the 
case reported, a woman of 20 years, suffered from severe 
dyspnea, the tongue being enormously swollen and pro- 
truding from the mouth. Some days previously the pa- 
tient had had an attack of vomiting and diarrhea, which 
yielded to treatment. The tongue began to swell and the 
present condition supervened. The floor of the mouth 
and the under surface of the tongue were covered with a 
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thick grayish membrane, the tongue was swollen and rigid 
but free of false membrane. The pharynx could not be ex- 
amined. Late in the disease, the submaxillary lymphatic 
glands became enlarged and a well marked edema in- 
volved the entire face and neck. 

Two weeks later, the patient had gradually improved 
and the pharynx could be examined. Two oval distinctly 
outlined patches were observed on the hard palate; there 
was no membrane on the soft palate, the uvula, the tonsils, 
or the frontal arch. The case gradually recovered under 
local and supporting treatment. <A year later, there wasa 
distinct scar which prevented protrusion of the tongue. A 
bacteriologic examination failed to reveal the presence of 
micro-organisms of a diphtheritic nature. The author 
therefore, calls it ‘‘diphtheroid.”’ Scheppeqrell, 


The Etiology and Therapy of Diphtheria—A Piea for the Vito- 
Chemic Cause of Disease Versus the Microbic Theory 
and Treatment by Animal Serum. 


327. LEE, ELMER. ( Wedical Times, April, 1898.) Diph- 
theria is a d‘sease produced by the accumulation of 
auto-generated chemic toxins within the entire organism, 
produced by pathologic vital action through the introduc- 
tion of foreign material from without, including excess of 
quantity and vitiated quality of food, together with conso- 


quent improper nutrition, mal-assimilation and imperfect 


elimination. A ‘‘therapeutic fast’’ is, therefore, advo- 
cated, lasting from one to five days, and the use of water 
externally, interally and locally. The plea is for hydro- 
therapy and its auxiliaries, for a scientific profession of 
medicine, with drugs as non-essentials, though admitted 
to be sometimes seemingly useful in certain emergencies, 
yet incapable of forming a successful basis for scientific 
therapeutics. 

(Hydro-therapy is a most useful treatment in many 
conditions, but it has its limitations. In view of the un- 
doubted benefits of many forms of local and constitutional 
medicinal treatment, and especially of serum therapy, it 
would require considerable courage on the part of the 
physician, in a severe case of diphtheria, to limit himself 
to hydro-therapy.—Scheppegrell. ) Scheppegrell, 
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Post-Diphtheritic Palsy and Antitoxine. 


328. MCFARLAND, J. (Practical Therapeutics, February, 
1898.) Antitoxin in the treatment of diphtheria should be 
administered in doses sufficiently large to obviate all pos- 
siblity of any unneutralized toxin remaining in the child’s 
body to cause further damage. As the dose cannot al- 
ways be gauged, it would be better to err in giving too 
much rather than too little. Antitoxin should be injected 
as soon as possible after the onset of the disease. 

Scheppegrell. 
Immunity Period from Diphtheritic Antitoxin. 

329. MORRILL. (Boston Med. and Sury. Jour., March 
3, 1898.) The author reports the results of observations 
in diphtheria immunization, as carried out in the Children’s 
Hospital of Boston. Of 1808 immunized at least once 
every 28 days, the amount of serum varying from 150 to 
500 units, 7 had diphtheria; 3 from insufficient doses, 2 
within 24 hours of the injection, and 2 in whom the time 
of infection came 23 and 22 days, respectively, after giv- 
ing an amount which had previously been effective when 
given every three weeks. Of 829 who were not given 
antitoxin, or in whom more than 28 days had elapsed after 
the injections, 9 had diphtheria, besides 3 immunized 
adults. 

The author concludes (1) that immunity in any given 
case, of no matter how thorough exposure to diphtheria, 
may be conferred for at least 10 days by the injection of a 
small dose (100 to 250 units) of serum, provided it is given 
24 hours previous to actual infection; (2) that a larger 
dose (250 units for a child of 2 years, up lo 500 units for 
one of 8 or over,) will confer safety for three weeks, or, 
to be a little more conservative, 20 days, under similar 
conditions; (3) that no harm will result from the treat- 
ment in a vast majority of cases of sick children, and 
probably in no case of a healthy child, provided the 
serum is up to the present standard of purity. 

Scheppegrell. 
Diphtheria form Laboratory Infection. 

330. BresMAN. (Philadelphia Med. Jour., March 5, 
1888.) A case of laboratory infection is reported, which 
is of value in determining the period of incubation of this 
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disease, about which there still exists much obscurity and 
which in this case was les than 48 hours, probably between 
43 and 48 hours. In this case of infection the bacteria 
were of the highest degree of virulence possible, and 
were deposited in large numbers directly on the surface 
which became the seat of the disease. 
Scheppegrell. 
Acute Degenerations of the Nervous System in Diphtheria. 

331. THomas, J. J. (Boston Med. and Surg. Jour., Jan. 
27, 1898.) The author sums up the changes of the nerv- 
ous system produced by diphtheria as follows: 

1. Marked parenchymatous degeneration of the periph- 
eral nerves, sometims accompanied by an interstitial pro- 
cess, and hyperemia and hemorrhages. 

2. Acute diffuse parenchymatous degeneration of the 
nerve fibers of the cord and brain. 

3. No changes, or but slight ones, in the nerve cells. 

4. Acute parenchymatous and interstitial changes in the 
muscles, especially the heart muscles. 

5. Occasional hyperemia, infiltration or hemorrhage in 
the brain or cord, in rare cases severe enough to produce 


permanent lesions, such as the cases of multiple sclerosis 
and of hemiplegia, which have been observed. Finally, the 
probability of the cases of sudden death from heart fail- 
ure in diphtheria during the disease, or convalescence, are 
due to the effects of the toxic substances produced in the 
disease upon the nerve structures of the heart. 
Scheppegrell. 


Diphtheria and Diphtheria. 


332. TWITCHELL, G. B. ( Cincinnati Lancel- Clinic, Feb. 
26, 1898.) An early administration of antitoxin in pharyn- 
geal cases will avoid paralysis and savelives. After anti- 
toxin has been injected, other treatment should not be 
abandoned; mercury, whisky, strychnin and other stimu- 
lants are useful. Local applications may be injurious. 

(Unfortunately, the early administration antitoxin in 
pharyngeal cases does not always prevent paralysis, as 
this sometimes develops even in cases in which the anti- 
toxin has been injected within 24 hours of the development 
of the disease —Scheppegrell. ) Sche ppeaqre l/l. 
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Intubation with Improved Instruments. 

333. THORNER, MAx. ( Cincinnati Lancet- Clinic, Feb. 
19, 1898.) The instrument which serves as introducer and 
extractor has at its distal extremity two serrated beaks 
about 2 inches long. They are opened by pressure with 
the thumb on the upper portion of the lever, and are auto- 
matically held open by a ratched arrangement, while pres- 
sure with the Index finger upon the lower of this ratched 
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bar relieves it and closes the beaks. By firm pressure the 
beaks hold the tuble immovable, so that it cannot slip off 
nor turn during an attempt at introduction or extraction. 
A convenient mouth gag is also described. These instru- 
ments are made by Messrs. Frank & Kratzmueller, Chi- 
cago. Scheppegrell. 
Tracheotomy in Diptheria in Conjunction with Antitoxin. 
334. Von Quast, E. (Journal American Medical Ass’ n, 
April 9, 1898.) ,;,The advantage of antitoxin in cases in 
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which tracheotomy is required, with a report of cases il- 
lustrating the benefit of this procedure, 
Scheppegrell. 
Diphtheria. 

335. WALSH, J.E. ( Virginia Med. Semi- Monthly, April 
8, 1898.) Aninteresting resumé of the advantage of an- 
titoxin treatment in diphtheria. The result of the treat- 
ment of this disease, with and without antitoxin, in 
Washington, D. C., during the past two and a half years 
is as follows: 

1895-96. 


Cases treated with antitoxin, - - 174 
Cases treated with other methods, 152 
Died after administrat’n of antitoxin, 23 
Died after other methods of treatment, 53 
Mortality with antitoxin, - - —- 13.2 per cent. 
Mortality without antitoxin, - - 34.9 per cent. 


The mortality of those under 12 years of age in the an- 
titoxin class was 16.3 per cent., and in the no-antitoxin 
class 41.5 per cent. 


1896-97. 


Cases treated with antitoxin, 288; deaths, 21; mortality, 7.3 per cent 
4 without ** 335; - 89; “A 26.6 
Cases under 12 years of age, Ist class, 235; i 8.9 


2d - 256: sis 33.2 


Scheppegrell. 
A Preliminary Communication on Bacillus Diphtheria and Its 

Variantsin a School in which Diphtheria was Endemic. 

336. WESTBROOK, F. F., WILSON, L. B., MCDANIELS, O., 
ApAIR, J. H. (British Med. Jour., April 16, 1898.) Four- 
teen months ago bacteriological examinations were begun 
to determine the reason for the frequent occurrence of 
diphtheria in a State institution in which from 230 to 275 
children are housed and educated. 

A thorough examination of the institution as to loca- 
tion, soil, etc., did not reveal anything which would ex- 
plain the presence of the disease, and an examination of 
the water from time to time always gave a negative result. 
The school is conducted on the so-called ‘‘cottage’’ plan, 
which consists in the grouping of children according to 
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age and sex into cottages. The children from the differ- 
ent cottages came in contact at meals, in the school room 
and on the play ground. Notwithstanding all the precau- 
tions, diphtheria has been endemic in the institution since 
its first year of operation (1887), at times latent, but re— 
appearing from time to time. A particularly severe out- 
burst in the summer of 1896 led to a consideration as to 
how far the trouble could be attributed to a throat-to- 
throat transmission through the medium of children them- 
selvas immure, all other examinations having failed to 
reveal anything. The methods employed for checking the 
disease were as follows: 

1. Each child, upon his arrival, receives a complete 
change of clothing, a warm bath, and culture is taken 
from his throat. 

2. He is retained in the ward for two weeks, when an- 
other is made, and if this is pronounced negative, pro- 
vided the first one was also negative, heis assigned to a 
cottage, no one being sent from the quarantine building 
until he shows two successive negative cultures. 

3. Upon occurrence of symptoms of sore throat among 
the inmates they are immediately sent to the hospital, and 
cases were found where the patients gave absolutely no 
history of any illness, but typical cultures of B diphtheria 
were found during their entire sojourn in the school, ex- 
tending over a period of from 1 to 2 years. 

In the bacteriological examination a bacillus was noted, 
which was (with one exception in 2,400 examinations, ) 
limited strictly to this institution, and differed from the 
‘*typical form in the following respects: 1. No polar gran- 
ules; 2, less variation in size; 3, somewhat thicker in the 
middle, with rounded ends rarely club-shaped. and fre- 
quently arranged in pairs, whose proximal extremities are 
always thicker than the distal; 4, grows more rapidly in 
glycerin serum and is of a much darker color when old. 
This ‘‘atypical’’ form was found alone, mixed and alter- 
nating with typical forms of diphtheria, both in clinical 
cases in healthy individuals. 

Cultures were made from 478 persons in the school. Of 
these 301 presented no symptoms, and gave a negative 
bacteriological finding; 5 had clinical symptoms, which 
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resembled those of diphtheria, but not even suspicious- 
looking bacilli were found. The remaining 172 showed 
either typical or atypical bacilli. Of these, 13 cases showed 
no clinical symptoms, but the typical form of Bdiphtheria; 
6 gave no symptoms but the atypical type of bacilli; 88 
showed clinical symptoms, with atypical bacilli; 4 showed 
the presence of the atypical form from the beginning, with 
the atypical development later. Six cases were found in 
which the atypical, typical and associating forms were 
present before the clinical symptoms arose; 4 showed no 
symptoms, but one form of bacilli was followed by the 
other. Eighteen cases, which at no time while the ex- 
aminations were in progress showed symptoms of diph- 
theria, had frequently or continuously present an irregular 
succession or mixture of the two forms. 

The results of the clinical, bacteriological and experi- 
mental observations would lead to the following conclu- 
sions: 

1. This atypical bacillus may remain in the human throat 
for months without producing any syniptoms, or, on the 
other hand, may produce clinical symptoms, not to be dif- 
ferentiated from diphtheria, but usually of a milder type 
than that produced by the typical form. 

2. It is a variety of B diphtheria. 

3. It must be distinguised from the so-called ‘‘short 
forms” of B diphtheria, and by the constant absence of 
polar granules and the intensity and evenness of staining 
with methylene blue and from any non-pathogenic pseudo- 
diptheria bacillus heretofore described. 

As general conclusions, drawn from these examinations, 
we may say: 

1. That the throats of people brought in contact with 
diphtheria patients be examined, and if B diphtheria be 
found, that they be quarantined until free from the bacilli. 

2. That freedom of the throats of diphtheria patients of 
those brought in contact with them from B diphtheria, or 


its variants, be determined by at least two successive neg- 


ative examinations. 

3. That diphtheria patients, particularly while convales- 
ent, be quarantined by placing, when possibie, one pa- 
tient in one room. Loeb. 
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A Salivary Fistula of Thirty Years’ Standing.—Operation. 
Cure. ‘ 

337. ANTHONY, R.S. (British Med. Jour., Jan. 15, 1898.) 
For the relief of this fistula, which was about the size of 
a small pin head, situated in the inferior portion of the 
superior carotid triangle of the left side of the neck, the 
following operation was performed: 

Under cocain anesthesia a curved needle, threaded with 
silk worm gut, was passed well under the fistula, in which 
a probe had been inserted, and brought out on the other 
side. Removing the probe, the fistula was ligated about 4 
c. c. from the opening. Reinserting the probe to the point 
of ligation a cut was made down to the probe, laying the 
fistula open.After thorough curetting the cut surfaces 


were united with three or four sutures. Result: recovery. 
Loeb. 


Etiology of Chronic Broncho-Nasal and Gastro-Intestinal 
Catarrh. 


338. ARMSTRONG, HERMANN L. (.Vew York Med. Jorr., 


San. 15, 1898.) The author has been called on so often 
to treat the stomach, and other organs of digestion, that 
for a time he was undecided as to whether catarrh of the 
upper air passages caused the stomach trouble, or whether 
the reverse was the case. He decided, however, in favor 
of the latter, and refers to the therapeutic agents useful 
for the various forms of indigestion. 


Sehe ppegre 11. 
Sarcoma and Erysipelar Toxines. 

339. BALDWIN, J. F. ( Cincinnati Lancet-Clinic, Jan. 
1, 1898.) The author reports three cases, one of sarcoma 
of the upper jaw, one of round-cell sarcom of the naso- 
pharynx, and one of sarcoma of the tonsil. None of these 
cases appeared to have been benefited by the injection of 
erysipelas toxines, and all ended fatally. Scheppegrell. 
Tonsil and Adenoid Operations Under Anesthesia by Nitrous 

Oxide, and Nitrous Oxide and Oxygen. 

340. CASSELBERRY, W. E. (Jour. of the Am. Wed. uAssi.. 
March 5, 1898.) The advantages claimed for this mixture 
over chloroform and ether, are: The absenc® of danger: 
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no preparation whatever is necessary; the upright posi- 
tion usually desired may be safely assumed; hemorrhage 
appears to be in no way affected by it; the time of the 
whole procedure is lessened from an hour and a half to as 
many minnutes; the after-effects of vomiting and retch- 
ing are entirely obviated, and patients may be safely re- 
moved to their homes within fifteen minutes. 

The disadvantages are as follows: A somewhat cum- 
bersome apparatus is required; a greater number of as- 
sistants is desirable; the haste with which it is necessary 
to operate. Scheppegrell. 

The Diagnosis of Cough. 

341. Cottier, M. ( New York Medical Journal, Jan- 
uary 22, 1898.) A thorough examination in cases of 
cough and discomfort referable to the upper respiratory 
tract is important. Percussing the chest and listening to 
the abnormal sounds is not sufficient. The larynx, nasal 
chambers and ears should be examined, in orJer to insure 
correct diagnosis and efficient treatment. Bronchitis is 
not a disease of itself, but in the majority of cases a symp- 
tom of unphysiologic respiration. Scheppearell. 

The Antitoxin Treatment of Tuberculosis. 

342. Denison, C. (Sour. of the Amer. Med. Assn., Feb- 
ruary 5, 1898.) A report of cases showing the useful influ- 
ence of the antiphthisic serum made according tothe form- 
ula of Dr. Fisch. Scheppegrell. 
Hiccough with Pharyngeal and Diaphragmatic Spasm Char- 

acterizing a Case of Hysteria. 

343. DitteR, T. (Phil. Med. Jour., April 16, 1898.) 


The patient, a girl of 17 years, was subject to frequent at- 


tacks of vomiting. Five months before applying and im- 
mediately following an attack of vomiting, she was seized 
with peculiar spasmodic attacks of hiccoughs, from which 
she suffered until the present time. These spasms occur- 
red about once every minute and involved the diaphragm, 
soft palate, pharyngeal muscles, and those which protrude 
the tongue. The patient was finally cured by suggestion. 
An operation, which was promised would cure her, con- 
sisted of an incision through the skin of the abdomen. 
Sche ppegrell, 
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“Crains of Experience” Cleaned from Eye and Ear Pract!ce. 
Otology. 

344. ELLETT, E.C. (Atlanta Med. and Sury. Jour., 
January, 1898.) An interesting contribution to the sub- 
ject of the more common diseases of the eye, and of acute 
inflammation of the middle ear, chronic otorrhea and mas- 
toid diseases. The author calls attention to the inad- 
equacy of Wilde’s incision in purulent mastoiditis. 

Scheppegre il. 
Mechanical Impediment to Respiration During Anesthesia. 

345. Fouts, JAMES. (British Medical Journal, April 
23, 1898.) Attention is called to the obstruction caused 
by the tongue and epiglottis falling against the posterior 
pharyngeal wall during the inspiratory efforts of the un- 
conscious individual. In deep anesthesia all the muscles 
which pass between the lower jaw and the hyoid bone with 
the tongue and epiglottis fall backward, moving on the 
thyro-hyoid membrane as a hinge, until they actually 
come in contact with the posterior pharyngeal wall and 
may remain fixed there at the end of an expiratory effort 
preventing the ingress of air. To prevent this, the head 
should be permitted to fall back over the end of the table, 
or a pillow placed under his shoulders. The handle of a 
tablespoon or fork is then inserted between the teeth and 
pushed downward and backward on the dorsum of the 
tongue until it comes in contact with the pharyngeal wall. 
With this as a lever the epiglottis and tongue may be 
moved away from the posterior pharyngeal wall and the 
obstruction thus overcome. Loeb. 

The Etiology and Study of Atrophic Diseases of the Upper 

Air Passages. 

346. GOODALE, J. L. (Jour. of the Amer. Med. Assn, 
February 26, 1898.) The careful clinical study gives re- 
sults which indicate that the weight of testimony is dis- 
tinctly against the theory that non-fetid and fetid atrophy 
is a sequel to a pre-existing hypertrophy, at least to an 
hypertrophy as we ordinarily understand the term. 

On the other hand, the facts are in direct corroboration 
of the supposition that the process is primarily an atrophic 
one, whether we consider it to originate in the action of a 
specific misro-organism or not. 
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In pure pharyngeal atrophy, it is more difficult to draw 
conclusions, owing to the greater complexity of the condi- 
tions. Without discussing its etiology, these investiga- 
tions furnish reason to suppose that a form of atrophic 
pharyngitis exists, which differs in nature and origin from 
the conditions called fetid and non-fetid atrophic disease 
of the upper air passages. Scheppegrell, 

Some Lines of Progress in Laryngology, Rhinology and 

Otology. 

347. DUNDAS, GRANT. (Journal of Laryngology, Phin- 
ology and Otology, January, 1898.) One of the greatest 
gains to humanity from increased skill in laryngology lies 
in the possibility of early detection of malignant diseases 
of the larynx, particularly in respect to the good results 
following intra-laryngeal (Fraenkel) and extralaryngeal 
(Semon) operations; even tracheotomy has been followed 
by success. 

In the diagnosis of foreign bodies in the larynx, skia- 
graphy offers a practical aid, while transillumination 
should be more extensively employed. Autoscopy will 
continue in vogue, though it can never replace laryngo- 
scopy, as Thorner has shown in the removal of a foreign 
body with the aid of autoscopy. 

The neurological aspects of laryngology afford immense 
opportunity for further work. Notwithstanding the at- 


tack of Grossman, Semon’s law still stands and the pro- 


clivities of the abductors is more firmly established than 
ever. The occurrence of laryngeal paralysis in locomotor 
ataxia has long been recognized and ocular laryngeal and 
pharyngeal paralyses may accompany syringomyelia. 
There is no reason why peripheral neuritis should not af- 
fect the laryngeal nerves, indeed alcoholic neuritis of the 
recurrent is not unknown. A large percentage of laryn- 
gitis finds a cause in nasal conditions, such as those pro- 
ducing mouth breathing and pus. The misuse of the voice 
so productive of congestion of the larynx, should always 
be corrected by proper vocal exercises and respiratory 
drill. While there are still some honest opponents to the 
use of antitoxin and some arguments against it on the 
score of danger, the actual results show incontrovertible 
evidence as to the safety of administering the antitoxin, 
even in large doses. 
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The extranasal surgery of the accessory sinuses has 
been eminently successful, but the intranasal is more 
ideal, and methods in this direction should be subjected 
to careful study. When a dental cause is not fairly made 
ont in a case of antral disease, a full trial of intranasal 
irrigation should be given. The opening of the sphe- 
noidal sinus is now a matter of comparative ease, for 
which Hajek’s hook is the best instrument. Much prog- 
ress has been made in the direction of irrigating the fron- 
tal sinus. Asa preliminary, the anterior end of the mid- 
dle turbinated, and all obstructions, should be removed. 
Occasionally suppurative disease in the nasal cavities is 
fatal, hence it is not wise to be too inactive in attending 
to these cases. 

The more frequent occurrence of sclerosis of the middle 
ear in women than in men has been a matter of constant 
observation, in regard to which the concensus of opinion 
of its increase with the birth of each child, the common 
occurrence of osteophytic deposits between the cranium 
and dura mater in women dying in child-bed, and Polit- 


zer’s discovery of osteitis in the outer wall of the laby- 
rinth may have some bearing. Treatment is still imper- 
fect, yet the possibility of osteo-arthritis, syphilis and 
gout as cause should offer some solace, and massage seems 
to accomplish more than tympanic inflation. Great variety 
characterizes the opinions of otologists on the results of 
intra-tympanic operations. 


Several observers have reported the healing of old- 
standing perforations by the application of deliquescent 
trichloracetic acid to the edges of the opening, a method 
which the writer has followed with success. 

In suppurative inflammation of the middle ear, whether 
recourse is had to the aseptic method, or that of syringing 
and introduction of antiseptic drops, the necessity of 
cleanliness is forced upon the physician, as the residua of 
suppuration in the middle ear occasion defects in hearing, 
operations are often called for and followed by success. 
The dangerous sequel of suppurative otitis afford material 
for most anxious study, especially as to the locality in 
which the disease is localized. It may be centered in the 
attic of the tympanum, showing itself by the pointing of 
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abscesses or the presence of perforation in the membrane 
of Shrapnell, or by losses of substance in the outer osse- 
ous wall of the attic. As this natural spontaneous opera- 
tion occurs too late, the dental engine, which is the best 
instrument for hastening this evacuation, must often be 
used. 

Tho mastoid operation has been recently subjected to 
important modifications, for instance: Heymann and Botey 
recommend the resection of the superior wall of the osse- 
ous meatus in its entire extent. 

While otitic pyemia occurs as © result of thrombo-phle- 
bitis of the sigmoid, it sometimes results without this as- 
sociation, and recovery may take place without operative 
interference beyond the clearance of the focus infection in 
the petrous bone. 

Gradenigo inspires the belief that hysteria enters very 
largely into many cases of deafness, but he reminds us 
that there is in hysteria a tendency to arouse the most 
alarming paralytic or mental symptoms under the influence 
of traumatism. Loeb. 


Tumors of the Maxilla. 


348. KNIGHT, W. (Jour. Am. Med. Ass’n, March 26, 
1898.) The upper, as well as the lower maxillery bones, 
besides being subject to diseases affecting other bony 
structures of the body, are liable to the invasion of neo- 
plasms pecufiar and limited to themselves. Among these 
may be mentioned epulides, dentigerous and multilocular 
cystic tumors. Where myeloid epulis is suspected, the 
entire thickness of the alveolar process should be removed 
on account of the danger of recurrence in a malignant 
form. Inthe fibrous form of epulis, the treatment need 
not be so radical. On account of the possibility of sar- 
comatous complications in the multilocular cystic tumors, 
the result will depend upon the completenes of the opera- 
tion. 

The development of sarcoma is frequently very insidious 
and characterized at first by an intermittancy of the 
crowth. The treatment of sarcoma must be radical, and 
any contemplated operation should be done as early as a 

14 
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diagnosis can be made. As long as the sarcoma is con- 
fined within the bony walls of the antrum, a hopeful result 
as to permanent cure can be looked for.’ But if the dis- 
ease has passed beyond these confines, any operation, 
however heroic, will usually result in failure, as it is almost 
impossible to remove all the affected tissue. 

Scheppegrell. 


Natural Gas and Eustachian Inflammation. 


349. KYLE, J.J. (Jour. of the Am. Med. Ass’n, March 
19, 1898,) The products of combustion of natural gas are 
active irritants to the exposed mucous membrane, and may 
form an exciting cause of catarrhal inflammation of the 
nose, throat and middle ear. Scheppegrell. 


Pathologic Conditions of the Pharynx and Contiguous Struct. 
ures During Early Childhood. 


350. Mitts, W. A. (Jour. Am. Med. Ass’n, April 23, 
1898.) The author believes that if careful attention be 
directed to the nose and throat of children, fewer cases of 
malformed maxille and irregular teeth will be met with in 
the future. Scheppegrell. 


Stricture of the Esophagus Following Typhoid Fever. 


351. PACKARD, F. A. (Philadelphia Med. Jour., 1898.) 
Esophageal lesions in typhoid fever are evidently of rare 
occurrence. Adolph Holscher reports only one case in 
.2,000, and many pathologists report no instances of this 
kind. The author describes a stricture of the esophagus 
in a man of 35 years, resulting from a severe case of ty- 
phoid fever. Scheppegrell. 


A Fatal Case of Thyroidectomy. 


352. PauL, F. J. (British Med. Jour., Jan. 1, 1898.) 
The death in this case was due to the absorption of the 
thyroid secretion. Another case is described in which 
severe symptoms were occasioned by the same condition 
which resulted in both instances, the writer thinks, from 
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failure to ligate the thyroid isthmus and from squeezing 
the gland itself. Loeb. 


Bronchial Carcinoma. 


353. PoweEers, CHAS. A. ( Annals of Surgery, February, 
1898.) A woman of 48 years suffered from a hard dif- 
fused swelling on the right side of the neck. The mass 
had been growing slowly for over a year and was about 
the size of a pigeon’s egg, deeply seated beneath the angle 
of the jaw and stretching backward to and beneath the 
mastoid muscle. The growth was dissected out and pro- 
nounced a bronchiogenous carcinoma. A year later an 
enlarged gland was removed from the region of the scar, 
this being also pronounced carcinoma. Five years later 
the patient was free from relapse. Scheppegrell. 


Tinnitus and Its Relation to Nasal and Aural Affections. 


354. RANDALL, B. A. (Jour. of the Amer. Med. Ass’n., 
March 19, 1898.) The subjective symptoms may be of 
five forms, viz: Cerebral, labyrinthin, tympanic, tubal 
and purely nasal. In many cerebral cases, rest and the 
use of strichnin give relief. In tympanic cases, a little 
mobilization may alleviate the symptoms, and the finger 
tip may be used for this purpose. In tubal cases, the 
bougie it useful, but it is a delicate procedure. Iodin va- 
por is valuable. Nasal cases are relieved by proper at- 
tention to the morbid condition of the nose. 

Sche ppeqre ll. 


Esophagotomy for tne Removal of a Tooth-Piate Impacted 
Five Days in the Upper Third of the Esophagus. 


355. Rog, Jno. O. (Jour. of the Amer. Med. -Ass’n., 
March 26, 1898.) A man of 66 years, while eating felt 
an upper toothplate slip into his throat and pass into the 
esophagus. The presence of the foreign body seemed to 
‘ause very little disturbance. 

The obstruction was found to be in the upper third of the 
esophagus, just below the cricoid body. It could be 
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reached by esophageal forceps, but was so firmly impact- 
ed that it was not deemed advisable to use the necessary 
force for its extraction, and an external esogophagotomy 
was made and the toothplate extraeted. 

The patient appeared to do well after the operation, but 
five days later a chill developed, congestion and inflam- 
mation of the lungs supervened, and the patient died the 
following morning. Scheppegrell. 


Hallucinations of the Gustatory Sense Excited by 
Hyoscyamin. 


356. RoussEL, J. N. ( New Orleans Med. and. Surg. 
Jour.. June, 1898.) A report of two cases, both women, 
in which hyoscyamin could not be administered on ac- 
count of the strong taste of asafetida which was invariably 
excited. The author believes that this was due to a spe- 
cific action of the hyoscyamin on the gustatory nerve. 

Scheppegrell. 


A Case of Recurrent Headache, Each Attack Being Relieved 
by the Discharge Through the Right Nostril of a Fluid 
from the Cranial Cavity. 


357. SCHEPPEGRELL, W. (Jour. of the Am. Med. Assn., 
February 26, 1898.) Ten years before applying for treat- 
ment, the patient had suffered from a most agonizing 
headache which persisted for two weeks, when the patient 
accidently fell, striking her head and causing a straw- 
colored fluid to discharge from the right nostril, this re- 
sulting in immediate relief. Since this event, the patient 
had had periodic attacks of headache, lasting from 3 to 10 
days, and each attack being relieved by a similar dis- 
charge from the nostril. The successive opening of var- 
ious accessory cavities gave negative results. The patient 
was also carefully watched by trained nurses, who ob- 
served the actual discharge from the nostril. 

Microscopic and chemical examinations showed that this 
liquid discharge from the nostril resembled the cerebro- 
spinal fluid and the contents of the cranial lymphatic ves- 
sels in this region, which are almost identical in charac- 
ter. The conformation of the subarachnoid space and its 
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extensive communication would easily explain the depres- 
sing character of the headache, but not the fact that the 
same quantity of fluid came from the nostril after each at- 
tack; its abrupt cessation showed a source of limited size. 

The author, therefore, believed it to be a cyst con- 
nected with the lymphatic circulation of that region, which 
would not only explain the pressure in the subarachnoid 
space, but also the limited amount of fluid discharged after 
each attack. Hardie. 

An Electric Sterilizer for Instruments in Ear, Nose and 

Throat Practice. 

358. SCHEPPEGRELL, W. (-Jowr. of the Amer. Med. Assn., 
February 26, 1898.) A vessel of two quarts’ capacity is 
used, the heat being obtained from fine German silver 
wire at the bottom of the vessel, as in the electro-cautery 
utensils. It is attached to an ordinary alternating or di- 
rect incandescent light current. In this way, boiling 
water may be obtained in a few minutes. 





GEO. TIEMANN w Co. 


Scheppegrell’s E'ectrie Sterilizer. 
In this vessel (A), when used for sterilizing, a wire 
cage (B) containing the instruments is lowered into the 


vessel and left sufficiently long to become thoroughly 
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sterilized. A smaller cage (C) is made for applicators. 
All metallic instruments used in the office may be pre- 


pared in this manner and may be made thoroughly aseptic. 
Hardie. 


Cocain in Otology and Laryngology. 


359. Smock, L. P. (Jour. of the Am. Med. <Ass’n., 
March 12, 1898.) Besides the use of cocain in minor op- 
erations, the author advocates it for acute rhinitis, acute 
tonsillitis, laryngeal asthma, and spasmodic laryngitis. 
Furuncles of the auditory canal in their incipiency may, 
in most cases, be aborted by keeping the canal of the ear 
packed loosely with cotton saturated with cocain, All 
prescriptions should be marked ‘‘not to be renewed with- 
out a written order from the physician.’’ 

The abuse of cocain and the formation of the cocain 
habit the author believes to follow more frequently the use 
of pills or tablets, containing the drug combined with other 
medicines, for the relief of nasopharyngeal or laryngeal 
irritation, or taken internally for the relief of some forms 
of dyspepsia. 

Cocain should not be used in acute rhinitis, not only be- 
cause the first relief of the congestion of the mucous 
membrane is followed by its dilatation, but on account of 
the fact that the cocain habit may so easily be contracted 
in this manner 

It is not safe to allow cocain to remain in the external 
canal for an unlimited time, as even the slow absorption 
in this canal and by the tympanic membrane, may pro- 
duce toxic symptoms. This may be better understood 
when it is stated that dangeraus symptoms recently fol- 
lowed the use of cocain by the Schleich method. 

A study of the medical literature would indicate that the 
most frequent cause of the cocain habit is not by the 
method described by the author, but by its use as a spray 
or snuff powder, or by injection as a substitute for mor- 
phine. In the south the cocain habit has recently devel- 
oped to an enormous extent in the colored population, 
who use it as a snuff for its stimulating effect. It is stated 
that one druggist alone sell from $5 to $10 worth of cocain 
daily in packages at 5 and 10 cents. 





RHINO-LARYNGOLOGICAL LITERATURE. 439 


The note which the author attaches to his prescription 
to warn the druggist against refilling would indicate a 
greater degree of confidence in druggists in general than 
the reporter possesses. The only sure method is never to 


prescribe cocain under any circumstancee or to place this 


dangerous drug in the hands of the patient. 
Scheppegrell. 


Influenza and Immunity. 


360. TURNEY, H. G. ( Lancet, February 5, 1898.) The 
author concludes that the period of protection afforded by 
an attack of influenza is so short as to be clinically neg- 
ligeable and that there is some evidence to show that there 
exists either a special susceptibility to the disease or an 
acquired predisposition to it derived from previous infec- 
tions of the same virus. Loeb. 





PROCEEDINGS OF THE SECTION OF OTOLOGY AND 
LARYNGOLOGY OF THE COLLEGE OF 
PHYSICIANS OF PHILADELPHIA, 

MARCH 1, 1898. 


JOURNAL AMERICAN MEDICAL ASSOCIATION, MARCH 26, 1898, 


Dr. E. L. VANSANT IN THE CHAIR. 


Dr. F. Woodbury read a communication on— 
NEUROTIC OR SPASMODIC COUGH, 


and presented a case to the members for examination. It 
was that of a woman 48 years of age, who, when first seen 
last December, suffered with a peculiar spasmodic cough, 
consisting of a single explosive effort, recurring with con- 
siderable regularity once or twice every minute. There 
was no expectoration and no pain, but with each cough 
the head was turned violently to the right side and the 
face was contorted. The patient was subject also to head- 
ache and constipation. She gave a history of having had 
a severe nervous shock about ten weeks previously, owing 
to the death of a son with consumption; she had lost 
much sleep while nursing him for months before his death. 
Upon examination the larynx and lungs were found 
to be healthy. In the narso-pharynx the mucous mem- 
brane was hyperemic in the vault. The nasal chambers 
were also hyperemic. The inferior turbinals were swollen. 
These were shrunk by an application of 10 per cent. solu- 
tion of cocain, and a sharp spur was seen projecting from 
the septum and pressing against the left midddle turbinal. 
When this spur was touched with a probe the patient ex- 
perienced a thickling in the larynx and an irresistible impulse 
tocough. As the nose appeared to be the site of reflex ir- 
ritation causing the cough, it was stated that the removal 
of the spur and the reduction in size of the turbinals by the 
galvano-cautery would probably give entire relief. Under 
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systemic treatment with bromids to reduce the nervous 
irritability, and laxatives to overcome tha constipation, 
she had already been greatly benefited and had recently 
gone as long as five days without a cough or headache. 
Two other cases were reported, one in which the site of 
reflex irritation was in the throatin a mass of glandular 
tissue below the left tonsil; in the other one a case of ear 
cough. 

A case of persistent cough due to glandular hypertrophy 
at the base of the tongue was also referred to, which had 
been shown by Dr. Donellan at the last meeting of the 
Section. These cases were described as instances of neu- 
rotic or paradoxic cough, inasmuch as the site of irrita- 
tion was not in the throat or chest, and treatment of the 
cough was unavailing, except to direct attention to some 
abnermality which required diligent examination into va- 
rious sources of reflex irritation. Without sach careful 
search a case might be dismissed as one of hysteric or 
gouty, or so-called ‘‘stomach cough.’’ The necessity of 
both local and general treatment was pointed out by the 
reporter. 

In conclusion, he warned against mistaking a cough 
caused by tuberculous infection of the lungs, and previous 
to the development of sufficient pathologic changes to 
afford characteristic physical signs in the chest, for merely 
a nervous laryngeal cough; here the altered temperature, 
the pallor of the larynx and possibly the detection of the 
bacilli in the sputum, would suggest the true nature of the 
case and the proper treatment. Such a case might be 
neurotic, but not be a case of neurotic cough in the sense 
in which it is used in this communication. 

Dr. P. S. Donellan mentioned a case of obstinate cough, 
which, after death, was found to be due to aneurism of the 
arch of the aorta. Irritation of the recurrent laryngeal 
nerve was suggested as the cause of the cough. He in- 
quired with regard to the so-called stomach cough, if it oc- 
curred at all, and if so, with as much frequency as the 
popular references to it would seem to imply. 

Dr. Woodbury said that an overloaded stomach was a 


frequent cause of croup in young children, and indigest- 
ible food will often excite asthma in susceptible subjects; 
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therefore, the possibility of a stomach cough as a symp- 
tom of indigestion might be admitted, but it must be ex- 
tremely rare, in proportion to the great number of cases 
of dyspepsia, in which no cough is present. To warrant 
such a diagnosis, there should be entire exclusion of other 
sources of reflex irritation, the symptom should only be 
present after eating food and during the act of digestion, 
and susceptible of entire relief by careful selection of the 
diet. It is very probable that many cases of so-called 
stomach cough are really instances of reflex cough from 
glandular hypertrophies at the base of the tongue, or some 
other form of neurotic cough similar to those mentioned in 
the paper. 

Dr. Vansant said that it is a very frequent occurrence, 
in examining the nasal chambers, to have a patient cough 
in your face, which is a very disagreeable experience 
when the patient has an infected cough or bad breath. As 
a protection, he had found it useful to direct the patient 
to hold a handkerchief in the hand ready to bring it up 
before the mouth when he coughs. 


Dr. E. L. Vansant presented a— 


CASE OF ACUTE EMPYEMA OF THE FRONTAL SINUSES. 


A little girl, 11 years of age, was shown who, three 
weeks ago, had an attack of cold, which probably was the 
grippe. She had a cough and a discharge from the nose 
since that time. The mother was anxious about her be- 
cause a sister, 16 years of age, had died a few weeks ago 
with consumption. The child now has purulent rhinits, 
with acute empyema of the nasal chambers. The ques- 
tion of treatment was suggested for discussion. The re- 
porter’s own experience had been that when such cases 
are given early treatment, they make a good and rapid 
recovery. After only 23 hours’ treatment the present case 
had very much improved; her cough had lessened; the 
tenderness over the frontal sinuses had almost disappeared 
and the secretion was materially reduced. The treatment 
consisted of active purgation, followed by frequent use of 
warm alkaline wash and hot moist applications to the 
frontal sinuses, externally, with clearing away of secre- 
tions from the mouths of the sinuses. The patient was 
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also kept indoors. The relief here has bene a quick 
one; rather quicker than usual in his experience of such 
cases. 

Dr. Gibb.—Empyema of the accessory sinuses is quite 
a frequent supplement to influenzal attacks. They gen- 
erally recover with careful management, but I have not 
seen any get well so quickly as this one. Last summer a 
young man who, while traveling in Yellowstone National 
Park, inhaled the alkaline dust and had, in consequence, 
acute inflammation of the nasal chambers extending into 
the accessory sinuses, but confined to one side. After 
cleaning the outlets, thus securing proper drainage for 
the frontal sinus, and the usual local and general hygienic 
measures, the patient got well in the course of a week. 

Dr. Emma Musson, a guest, asked about the effects of 
the direct application of oxygen in these cases. In several 
cases coming under her own observation good results were 
noted. A prominent specialist had advised opening of 
the maxillary sinus in one of these cases, which yielded 
very promptly in the course of a few days to oxygen ap- 
plied three times a day. After reading Stokes’ paper on 
the treatment of acute otitis media by this method, she 
had tried itin sinus disease. Subsequently she had read 
that it had also been applied to the treatment of purulent 
discharges from the nasal chambers and accessory sin- 
uses. 

Dr. Donellan said chronic cases give the most trouble. 
He reported the case of a woman who had suffered with 
headache for two years, and he had discovered empyema 
of the right frontal sinus, with hypertrophied turbinals, 
the headache being caused and aggravated by the dam- 
ming up of the outlets. Last week he had seen Dr. Dela- 
van remove the anterior end of the middle turbinated bone 
with the punch forceps, and he subsequently washed out 
the sinus with a 50 per cent. alcohol. The case has been 
very much improved since the treatment. 

Dr. J. S. Gibb presented a case of 

NEW GROWTH IN THE LARYNX 
for examination. It had a papillomatous appearance, re- 
sembling what has been described as pachydermia laryngis. 
The patient had been before the Section some months ago, 
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and he had brought him back by request in order that the 
Fellows might watch the case. The growth appeared to 
be about the same size as when previously shown. He 
had removed a piece for examination, but the place had 
been soon filled up again. The growth is on the right side 
of the larynx, and extends from the arytenoid down to 
and including the true cord. Its broad flat surface has a 
rough appearance, and it is almost purely white. Under 
the impression that it might be of specific nature, he had 
been put upon potassium iodid, and while his general con- 
dition improved the treatment had very little effect on the 
growth. From the specimen submitted one pathologist 
reports that the growth is papillomatous, and is an illus- 
tration of pachydermia laryngis. A larger piece was 
submitted to another pathologist, who reports that it is a 
papillomatous neoplasm, with a suspicion of malignancy; 
for reasons assigned it would be best designated as an 
adeno-papilloma. 

Dr. Vansant said that the case represented an extremely 
rare condition, and was the first one that he had seen. The 
zondition of the tongue termed leucoplakia is frequently 
seen, and it is our experience that such cases frequently 
become carcinomatous. Ina patient, aman who had a 
rapidly growiag epithelioma of the tongue requiring ex- 
tirpation, he had known that leucoplakia had existed for 
twelve years. Such a result might be looked for in the 
present instance, but how long a time before this would oc- 
cur it would be impossible to predict. 

Dr. Woodbury asked the reporter if he contemplated ex- 
tirpation of the larynx? 

Dr. Gibb said: Extirpation of the larynx is a very seri- 
ous op>ration and certainly, in this case, one not to be con- 
sidered at the present time. The report from the patholo- 
gist had been obtained with reference to deciding this 
question, but he did not think that either report would 
warrant the operation. There is no rapid extension of the 
growth, no glandular involvement, no deterioration of the 
general health, and nothing to warrant the idea of malig- 
nanvy at present. The patient will be kept under obser- 
vation, and its course reported to the Section from time to 
time. 
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Dr. Gibb presented a specimen of 
MUCOUS POLYPI SPRINGING FROM THE NASAL SEPTUM. 

This is a veryrare occurrence. Inalarge number of au- 
topsies, in which Zuckerkandl had examined the nasal 
chamber, 30 cases occurred in which mucous polypi had 
sprung from the middle turbinate bodies and only three 
presented polypi growths from the septum, The case was 
that of a woman, 50 years of age, who for several years 
had had attacks of epistaxis, and more recently had in- 
creasing difficulty of breathing through the right naris. 
About two weeks previous to application for treatment, 
she had noticed the growth at the entrance to the nostril. 
Upon examination a polypi was found, which was pedunc- 
ulated, and it was traced to its attacment on the septum. 
It was snared off, and there was very little bleeding. The 
spot was touched with the galvano-cautery and healed 
readily, This growth is quite different from the cases re- 
cently reported by Pierce of Chicago, of bleeding polypi 
of the nose, which are instances of fungous fibroma or 
polypus teleangiectoides. The ordinary causes of mucous 
polypi were absent in the case just reported, as there was 
no necrosed bone and no inflammation. If this case 
proves that it is possible for a polypi to develop at any 
point in the nasal chambers without any previous disease 
or inflammation, it will certainly upset some of our path- 
ologic ideas as to the causes of these growths. 

Dr. Munson referred to a case occurring a number of 
years ago, in which she had removed with a Jarvis snare 
a growth as large as a hickory nut, which had grown from 
the septum. There was no recurrence of the growth, 
which was characteristic of growths from the Septum. 

Dr. P. S. Danellan exhibited a 
PHANTOM LARYNX FOR THE STUDY AND PRACTICE OF LARYN- 

GEAL DISEASES AND OPERATIONS. 


The chief point of interest attached to this instrument 
was that it was formerly the property of Morell Mackenzie 
and had been used by him for daily practice. He would 
drop in small pieces of paper or beads and remove them 
with the forceps, thus acquiring his wonderful manual 
dexterity. The advantage of this method of studying the 
diseases of the larynx over the ordinary flat diagrams or 
plates in books is very obvious, but its chief usefulness is 
in the practice it affords in the use of instruments in the 
larynx, both for diagnoses and operations. 

SCHEPPEGRELL. 





NOTES AND ANNOUNCEMENTS. 


(Under this heading the ANNALS will publish items of interest 
toits readers. Please address Geo. Morgenthau, M. D.. 34 Wash- 
ington Street, Chicago.) 


———__ -e<«- 


At the meeting of the Section of Laryngology and Otology of the 
American Medical Association, held at Denver, June 7 to 10, 1898, 
the following were elected as officers for the ensuing year: Chair- 
man, Dr. Emil Mayer, of New York City: secretary, Dr. C. R. 
Holmes, of Cincinnati, Ohio. 





The ANNALS has received the following cireular letter from one 
of its associate editors and bespeaks for the work referred to the 
hearty support of American aurists. 

138 CLINTON STREET, BROOKLYN, N. Y. 

DEAR DocTor;—It is the desire of the undersigned to bring out in 
the immediate future a ‘‘Review of the work in Otology during 
1897,’’ on the plan of Blau’s similar work in German. This ‘*Re- 
view’’ will consist of a thorough resumé of the Work published; 
conflicting opinions and deductions being placed in comparison; 
work involving new researches, new methods and new ideas being 
treated in extenso. In other words, the desire is to make this work 
a review from the aurist’s standpoint, containing the gist of the 
year’s work in otology, and written in such manner that, in gen- 
eral, the reader will not find it necessary to refer back to the ong- 
inal article for explanation or amplification, as has invariably been 
necessary in the ease of the reviews on otology published in En- 
glish heretofore. 

In order to bring out this work, it is necessary that a certain 
number of subscribers pledge themselves to purchase the book; the 
price has been fixed at five (5) dollars per copy. 

Will you kindly sign enclosed blank and fill out slips and return 
as soon as possible to address given? Very truly yours, 

H. A. ALDERTON. 





BOOK NOTICES. 


A RHINO-OTOLOGICAL CASE RECORD. 


Arranged by Edwin Pynchon, M. D., Chicago. Clinic Publishing 
Company; Chicago, 1898. 

While at first glance this case record might seem to be rather 
more elaborate than necessary, it will be found upon examination to 
be admirably arranged for quickly and accurately noting the his- 
tory and condition in nose, throat and ear cases. It is in the form 
of a small note book, of 16 pages, bound in Manila cover, and of 
note paper, one book being designe« for each patient, to be pre- 
served by the physician and filed for future use on the card index 
plan. Pertinent questions and suggestions of points for investi- 
gating tend to facilitate the examination. On the dotted hair-line 
figures abnormalities may be noted. Two payes are given to the 
right and left nares, two pages to the faueces and larynx, and four 
nages to the ears, two of which are for subsequent tests, at differ- 
ent dates, in order to show progress. One page is devoted to re- 
cording chronologicaly all operations done, and several pages are 
left blank for record of treatment. As one of the best lessons which 
the profession can take from commerce is methodization, the record 
form assists the examiner by inducing him to be methodical and 
exact. 


EAR RECORDS. 


A method of recording ear cases. arranged by John C. Lester, M. 
D., and Vincent Gomez, M. D., New York. J. W. and G. H. 
Hahn, 1898. 

The large paged book contains record sheets for nearly 200 cases, 
together with an alphabetical index. The form adopted was pub- 
lished a little over a year ago in the Reports of the New York Eye 
and Ear Infirmary, and has had a satisfactory trial there. Without 


some such book an accurate keeping of records is impossible and 
the writers and publishers are deserving of thanks for their work. 
The book would have been even more useful than it is, if more than 
two tuning fork blank records had been provided for each case. A’ 


second edition will doubtless correct such misprints as Pulitzer and 
Electrolysis. 
ATLAS OF DISEASES OF THE LARYNX. 
By Dr. L. Griinwald, of Munich. Edited by Charles P. Grayson, 
M. D., Lecturer on Laryngology and Rhinology in the University 


of Pennsylvania; with 107 colored figures on 44 plates, and 25 
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text illustrations. W. B. Saunders, Philadelphia. Cloth, $2.50 net. 

This is the third volume of an English edition of the ‘‘Lehmann’s 
medicinische Handatlanten,’’ and fully sustains the claim of the 
publisher that for scientific accuracy, pictorial beauty, compactness 
and cheapness, these books surpass any similar volumes ever pub- 
lished. The work is of course of particular value to the physician 
when opportunities for clinical observations are restricted, but the 
beauty of the plates will make the volume useful to every laryngol- 
ogist. Besides being an atlas, Griinwald’s work is really a concise 
treatise on laryngology, and the colored illustrations are usually in- 
structive from the fact that a short case history accompanies each 
one. 





